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BY 


- 


J. W. LOVETT DOUST, M.B., B.Sc., M.R.C.P. 


ROBERT A. SCHNEIDER, 


(From the Department of Medicine, Cornell University Medical College ; and the New York Hospital, 
New York, U.S.A.) 


It has recently been suggested (Lovett Doust, 1951a) that 


the varying strata of attention and awareness are intim-— 


ately related to the levels of the arterial blood oxygen 
saturation as determined by the methods of continuous 
oximetry. It was shown that “attention peaks” of 
periods of increased concentration and awareness are 
associated with a rise in the oxygen saturation levels, 
whereas periods of boredom, decreased concentration, 
reverie, etc., are correspondingly accompanied by falls 
in the oximetric values. 

Considerable work has already been done on the 


_ question of anoxia in various pathological and pharma- 


cological analogues of natural sleep, and its impor- 
tance in these states appears to be paramount. An 
impressive parallelism has also been found between 
many types of fatigue conditions and the clinical syn- 
drome induced by experimental anoxic anoxia ; indeed, 
Barcroft (1925) suggested many years ago that the symp- 
tomatology of chronic anoxia was that of mental and 
bodily fatigue. 

These phenomena are closely associated with con- 
sciousness, and it was therefore thought desirable to 
follow such changes to their logical fulfilment—namely, 
that of natural sleep. 


Experimental Procedure 

Seven normal healthy human subjects were studied 
and 22 observations made over a period of three months. 
Six of the subjects were males and the seventh a female. 
Ages ranged from 22 to 36 years. 

Arterial blood oxygen saturation levels were measured 
photo-electrically and continuously by means of a 
Millikan oximeter (Millikan, 1942), with the sensitive 
photo-cell attached to the pinna of the ear in the con- 
ventional manner. The instrument was previously 
standardized on each occasion by the inhalation of 
100% oxygen from a cylinder through a modified B.L.B. 
mask for at least seven minutes until stationary readings 
were obtained on the galvanometer. 


*This work was done daring. the tenure of a Nuffield Founda- 
tion Medical Fellowship g L. D.) and of a Commonwealth 


Fellowship (R. A. 


The experiments were conducted under conditions as - 
natural as possible and, so far as circumstances per- 
mitted, for night-long periods. For the latter experi- 
ments the subject changed into night attire, performed 
the customary chores of brushing his teeth—reading if 
that were his wont preparatory to his retiring—and 
was provided with a comfortable bed in the darkened 
laboratory. 

An observer was constantly fresent ia the same reons 
and a continuous record was made of the galvanometric ~ 
deflections as they occurred. He also_noted changes in 
the position of the subject, the type and rate of respira- 
tions, snoring, the influence of external stimuli, the 
apparent depth of sleep, etc. At the’conclusion of each 
experiment an inquiry was made of the subject to 
ascertain details of the depth and quality of sleep, the 
ability to recall events of the night, and the nature of 
any fantasy or dreaming. 

An attempt was made objectively to record respiratory 
pattern changes, but this was not found feasible under 
the otherwise “ natural ” conditions of the investigation. 
It was abandoned in view of the already large body of 
data in this regard (Best and Taylor, 1945). 


‘Results: Sleep and Progressive Anoxaemia 

A rather consistent pattern was seen to obtain in 
some seven observations of protracted, restful, satisfac- 
tory sleep. Five observations were made over a period 
of about three to six hours, from 1 a.m. 7 am. 
Four observations were made earlier in the ing—for 
example, from 10 p.m. to 1 a.m.—and the remainder 
during a postprandial “ nap” from 1 to 2 o'clock in the 
afternoon. 

The accompanying Table lists the basic data, and 
oximetric charts are exemplified in Figs.-1, 2, and 3. 
Considerable variation was noted to occur, both between . 
different subjects and in repeated observations on the . 
same subject, but a similar overall picture was evident. 
Noteworthy points will be mentioned later concerning 
the differential progress of the march of sleep, but, in 
general, it may be said 
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Hy ; line level of arterial oxygen saturation which was always 
g : ‘ within the critical limits of normality—that is, between 
92 and 98% oxygen—and that this base-line tended to 
i * 183 < § : § be at its lowest when fatigue was at its maximum. ~ 
; From the point at which the light was quenched | 
4 and the subject composed himself for sleep, oxygen 
3 355 i i levels fell progressively in a step-like fashion, with 
33: 2 2 ae e) fluctuations of 1 to 3%, to reach their consistent and 
|e joo | now unvarying minimum of about 87% oxygen at 
the period of deepest sleep. This was maintained for 
eae ee ee 3 about 30 minutes, after which the oxygen level would 
™ I's |o | oso | [ooo increase, again slowly step by step, until. awakening 
E : occurred. Furthermore, it was found repeatedly that the 
SAF | period between 4 and 5 a.m. was the time at which 
| | | as . anoxaemia was at its greatest and “ life was at its lowes 
joo | [mmo im | = The Levels of Sleep 
|mooon= | ono joon Most investigators have divided the varying depths of 
7 - the sleep pattern into a series of arbitrary levels—reminiscent 
practicable to distinguish seven such planes of sleep: (1) A 
6 period of wakefulness in which conversation is possible and 
RH | BRSSSE | BRO RREAS | AD the subject, although at physical rest, still responds to 
t [om | eon external stimuli by conscious attention. (2) A period of pre- 
nt! sleep in which muscular relaxation is greater than in plane 
| 1, fantasy life is enriched, drowsiness is obvious, and periods 
of dozing and transitory. lack of awareness are common. 
| The subject often feels some sensations of floating and 
depersonalization ; subjective warmth permeates his body. 
E s2 (3) A period of light sleep in which objective response to 
as stimuli occurs but is relatively unconscious, considerable 
Sigil muscular activity being present as further progressive relaxa- 
- tion of the many muscle groups is sought. (4) A period of 
& 1S .. heavy deep sleep in which little muscular;movement is 
mlelerle;iiiliiiilileeliii ime 3 apparent, no response to external stimuli takes place and 
fi the subject is “dead to the world.” Wakefulness, in like 
i fashion, isa reversal of the process of sleep and its passage 
” - - 33 contains a similar number of stages starting with deep 
ZIP ti sleep, although the time intervals are somewhat displaced. 
E Pag ne 23 Plane 5 is the period of light sleep following deep sleep ; 
we plane 6 the /period of pre-wakefulness ; and plane 7 the 
kad actual a ing to the new world of to-morrow. 
| | ooo | | exo Thus we have a series of seven planes of sleep, from wake- 
fulness to wakefulness once more. An average of our 
Zim lo] jm 3° tributed in each of these planes in the following manner: 
a : Piane 1: Wakefulness .. Atl. satn. =96 
; » 3: Light sleep .. ” ” ” =89-91% 
sta (SRS 18a, alas, [28 4: Deep slep .. =87-88 
In ee ” ” ” = 
[emo | —-moman |ooo ij » 17: Awakening .. =92-98% 
These seven planes of the sleep cycle were selected 
rk arbitrarily in accordance with the judgment of the observer 
Sis iz joan |= | a-coon | one and the subsequent inquiry of the subject. The oxygen 
E &2 levels, it should be noted, are means and tend to be relative 
«le to the initial base-line of the subject. One in whom high 
lasieace initial levels are recorded may drop by similar amounts to 
; g one in whom an initially relatively low base-line is seen. 
B/S) RLS But it is by no means uncommon, on the other hand, for a 
|e [oe |o precipitous fall to take place from an initial high base-line 
to the same anoxaemic level of 87%. 
[2 [22 Significance of Muscular Movements in Sleep 
RRS RRRRRR A study of our protocols reveals some interesting informa- 
Cit lee loss tion regarding the twists and turns, shifts in position, limb 
, movements, and certain quasi-purposive hand movements 
B/S | noted during these sleep observations. These are briefly 
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(A) Influence of Posture, etc-—Because of the necessity 
that the oximeter earpiece should not come in contact with 
the pillow, the subjects were instructed that they could lie 
prope, supine, or on one side or the other, but that the 
decision regarding which side must be made before the 
standardization of the oximeter. Their motivation was 
apparently excellently maintained even during unconscious- 
ness, for none attempted to turn to the. side on which the 
oximeter had been fixed; indeed, most stated that they 
customarily lay on the one side or the other, but rarely on 
either. 

It was noted that after some turning, usually from the side 
to the supine position and back again during plane 2, the 
subject would settle on his side and fall 


asleep in plane 3 in that position. By the ae | 
time plane 4 had been reached, however, 
the subject was usually on his back, and 

. would commonly complete his period of H+ | 

deep sleep thus. % 94} 

Interestingly enough, exact temporal 

correlation with the oximeter record OXYGEN 91 ‘ 


showed that each change in position was 
meaningful in terms of the blood oxygen 
saturation levels. Not only were twists 
and turns and changes of position associ- 
ated with considerable oximetric fluctua- 
tions, but also such fluctuations preceded 
the muscular movement. The saturation 
levels, for example, would begin to fall 
from 92 to 91%, and such a fall would be 
immediately followed, in planes 2 or 3, by 
muscular movement; if the fall were a . 
major one—for example, to 90%—then 
often it would immediately be followed 
by a change in position from side to back, 
or vice versa. In like fashion such a 
change in position, apparently occasioned 
by an incipient anoxaemia, would be fol- 
lowed by a rise in the oxygen saturation 
oe example, from 90 up to 92- 
93%. 

If the subject was not disturbed by this 
and hence brought into a lighter plane of . 
wakefulness, a third happening would then 
occur—that is, the oxygen saturation would 
again fall, not mevely to its previous low 
level, but well beyond it, such a sequence 
often presaging an imminent change from 
a lighter to a deeper plane of sleep. 
Indeed, it was often found to be possible 
not only to estimate the exact plane of 
sleep by the saturation value recorded on 
the oximeter, but also to predict the ensu- 
ing pattern of sleep from the combination 
of the changing oximetric values and the 
concomitant muscular movements. 


(B) “Pruritic’ Phenomena—A rather 
constant observation during the passage 


PLANES OF 
SLEEP 


EXTERNAL. 
STIMULI 


MUSCULAR 
MOVEMENTS 


RESPIRATORY 
RESPONSES 


% 
OXYGEN 


of ‘the subject from plane 2 to plane 3 PLANES OF 
was his tendency to scratch or rub his face SLEEP 
or body. Usually this manipulation was 

confined to the face, nose, and neck; not ~- 
uncommonly, however, it would spread 
and include the genital area or, indeed, 

anywhere else on the body surface. The § MUSCULAR 
activity proved on inquiry to be at a very MOVEMENTS 
low level of conscious awareness, but , 
sometimes it might of itself induce a slight 

increase in awareness, and the subject 

would then be conscious of what he gecoipa tory 
doing. It formed a useful landmark of RESPONSES 


the depth of sleep and the immediate pro- ° 
gress which might be anticipated. The 
meaning of the phenomenon is discussed 
later. 


SATURATION 


Fic. 1.—Male subject 


tion and those of continuous photoelectric oximetry durin ve cn ai sleep. 

lanes ” re) 
of followed 
of 


text for description of the seven levels or 
subsequent charts the initial reading of 100 
inhalation of pure oxygen by facemask for 


Plane 1 is characterized by irregular activities such as 
yawning, coughing, and sighing. These are fully conscious 
but involuntary. They accompany subjective feelings of 
tiredness, lethargy, and fatigue, and help to condition the 
subject for the sleep awaiting him. Oximetrically, each 
activity is invariably preceded by anoxaemia and ,usually 
succeeds in temporarily overcoming this. Apart from these 
activities little of significance was noted during the observa- 
tion of planes 1 and 2 and 6 and 7 in this respect. Sub- 
jectively, however, it was not uncommon to be told by 
an introspective sleeper that he was aware of certain other 
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ating them into his awareness as part of 
the field of his environment. In planes 3 
and 5, however, dramatic responses were 
noted. The subject at these times was. not 


- consciously aware of these discontinuous 

OXYGEN Ly, stimuli, but each time they occurred he 

would show a prompt if ill-sustained 

SATURATION , bie  caygee 

levels up by 1-2%. The significance of 

this in terms of the tendency for noise to 

PLANES OF ented bring about wakefulness is obvious. In 

SLEEP plane 4, however, no response to noise 

12-00 7-00 took place, the subject remaining oblivious 

EXTERNAL . TI to the stimulus and the oximetric values 

STIMULI {mmm ter? maintaining their unswerving degree of 

MOVEMENTS | & 3a 35 2 3 2 8 Fatigue, Wakefulness, and the Inability 
to Sleep 

It is not always easy to fall asleep to 

order. Out of 22 observations, seyen 

RESPIRATORY represented unsuccessful attempts to sleep 

RESPONSES 35 es a S825 in that no progress was made beyond plane 

res se 8. 2 despite their being continued under 


Fic. 3.—Male subject “ B.” 


Interruptions in the oximeter tracing indicate periods durin 


was switched off to prevent burning of the subject’s ear. 


changes, especially during plane 2. These consisted of 
periods of shallow breathing alternating with periods of 
apnoea and deep breathing. They seemed to be relatively 
automatic, the subject being conscious that they were occur- 
ring though exercising no conscious voluntary control over 
them. Indeed, when such control is established these patterns 
tend to disappear and the passage to deeper sequences of 
sleep is interrupted. 

Planes 3 and 4 are characteristically noisy periods of 
sleep ; groaning, mumbling, grunting, gasping, snoring, sigh- 
ing, and sometimes coughing being individually representa- 
tive Tesponses for any given subject. Each of these activi- 
ties is closely correlated with oximetri¢c changes, in a simi- 
lar,fashion to that observed with muscular movements ; a 
trumpeting snore, for example, often occurs at a time when 
exceptionally low oxygen levels have been reached (for 
example, down to 85%) and seems to be an effective 
mechanism for returning the saturation values to their 
previous levels. Sometimes, as we have all observed, 
such snoring awakens the sleeper, the 
mechanism of which is readily under- 
standable in terms of these findings. 


Restful sleep. [Illustrates differences of temporal 


relationships for times spent in the various planes of sleep—compare Figs. 
which the 


apparently optimal conditions and for a 
period of some hours. 


It would appear that more than mere 
physical fatigue is necessary to ensure the 
sleep state. According to the Pavlovian 

theory a “set” is required incorporating all the usual 


preliminaries to sleep; but it would appear that this is 
inadequate of itself, since sleep was sometimes impossible 
even given every apparent requirement for it, including its 
urgent desire on the part of the subject and very consider-- 
able physical fatigue. 

A typical example of this is shown in Fig. 4. The subject 
could get from plane 1 to plane 2 but not beyond this point. 
Each time his oxygen saturation level fell to 91-93% it was 
brought back again by such mechanisms as muscular move- 
ment, respiratory patterns of yawning, sighing, grunting, etc., 
and abandonment to sleep proved impossible. Interrogation 
of the reasons for this in all four instances proved fruitless, 
the subject remarking that he just could not understand his 
inability to fall asleep. 

Some factor of emotional or mental fatigue must, it would 
seem, be added to purely physical factors. It is common 
knowledge that deep sleep is- often impossible for the 
neurotic or the individual who cannot relax emotionally. 


97 
96 
Response to External Stimuli 
Observations were recorded of all ex- OXYGEN : 
ternal noises occurring during the sleep 
experiments. Such external noise was em 
discontinuous in pattern but continued ‘ 
throughout the periods of observation. It : 
consisted of traffic noises, the sirens of tug- PLANES OF | 
boats on the river, the beating of storms SLEEP a ' 
against the window-panes, the whine of . 
aircraft passing overhead, the occasional moons TIME 
clatter of dishes-from another floor, the EXTERNAL t mr * t 
cries of sick children from the department 
of paediatrics across the courtyard, and yyscucar 
finally the sometimes inadvertent, some- movemMENTS | 2 23 233 $3 
times consciously produced noises of the 
observer at his night's vigil. 
Despite the irregular discontinuity of all tt t 3 ! mort ‘ é 1 mt 
these stimuli the subject responded differ- RESPIRATORY £2 s i =< 
entially to them according to the depth of “gesponses 38 3 ge = 
his sleep. During planes 1 and 2 and 6 ‘ = 


and 7 little change was noted oximetrically 
or clinically to such stimuli, the subject 
accepting them consciously and incorpor- 


Fic. 4.—Two of, inability to, sak int despite su ve 
examples deep sleep, despi sae 


and fatigue. 
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Perseveration of ideas, repeated inability to forgo interest 
in the environment or in personal problems, persistent intro- 
spection, or anxiety is sufficient to maintain relative wake- 
fulness, and it is possible that such factors as these, operating 
at the peak of their intensity in the fantasy-full planes 1 
and 2, produce those patterns of relative awareness which 
prohibit further progress to a deeper plane. 


Dozing 


The “nap,” “forty winks,” “resting one’s eyes” are 
expressions by which are usually indicated temporary cessa- 
tions of conscious awareness occurring at times not usually 
associated with sleep—for example, after a heavy meal, 
during a monotonous conversation, on a hot afternoon, or 
with a relative cessation of attention-provoking external 
stimuli. On introspection, however, it would appear that 
these states are indistinguishable from natural sleep, the 
deficit of consciousness often appearing to telescope the sub- 
jective appreciation of the passage of time, and, furthermore, 
fantasy is usually enriched to a marked degree. 

Oximetrically, it was found (see Table) that these states 
corresponded to planes 2 and 3 and 5 and 6 of sleep, and 
on clinical observation could be termed states of impaired 
awareness. Sometimes they could be shown to proceed to 
the deep sleep of plane 4, but more often some degree of 
consciousness was present and circumstances prohibited this 
from happening. Sometimes, again, it seemed that the 
unpleasant feeling accompanying drowsiness or dozing might 
be due to the guilt that sleep should not have been taking 
place at that time at all. On such occasions retrospective 
analysis revealed that unpleasant affect had coloured the 
fantasies, the dreams, or the reverie, and had done so with 
all the force of the anoxia present at that time. 


\ 


The Physiological Epiphenomena of Sleep 


A large body of consistent evidence testifies to a certain 
cycle of changes which occur during the process of natural 
sleep. Briefly these include the following: a decline in the 
blood pressure of from 10 to 30 mm. Hg systolic, with the 
lowest level about the fourth hour of sleep ; bradycardia ; 
teduction in the basal metabolic rate by 10-15% ; hypo- 
thermia ; slowing and intermittent irregularity of respiration, 
together with a tendency for it to be costal in character ; 
possible disappearance of the knee-jerk, and presence of a 
positive Babinski: sign though lowered thresholds for vaso- 
motor reflexes are typical; oliguria; a variable effect on 
gastric secretion and some increase in gastric motility ; 
finally, depression of most glandular secretions has been 
noted to occur. 

Among the neurophysiological observations, some interest- 
ing electro-encephalographic studies have been made during 
the various phases of the sleep process, Lindsley (1944) has 
abstracted the evidence and quotes the relevant literature 
from Berger’s (1932) original observations, showing how 
five stages of sleep have been delineated from this point of 
view. Summarizing the E.E.G. evidence, it would seem that 
the alpha rhythm gradually disappears in the passage from 
wakefulness to pre-sleep and is extinguished and replaced 
by 4-5 cycles a second activity in light sleep. These slow 
waves are complicated by spindles of 14 cycles a second 
activity in deep sleep, the spindles tending to disappear and 
the slow waves beginning to decrease in frequency and regn- 
larity as the depth of sleep progresses. Brazier (1949) has 
further shown that a shift occurs with sleep in the origins 
of maximal voltage activity from the parieto-occipital area 
to the prefrontal and ——— regions of areas nine and 
six respectively. 

Now, disappearance of pon rhythm and the production 
of slow activity is also characteristic of experimentally 
induced anoxic anoxia when this is pushed to the point of 


obvious impairment of consciousness (Berger, 1934; Davis 
et al., 1938; Gibbs and Davis, 1935), and provides us with 
some interesting circumstantial confirmation of our findings 
of anoxia in sleep. 

In similar fashion all the physiological disturbances occur- 
ring during sleep noted initially in this section have also 


_ been shown to be associated with states of anoxia. As with 


the analogy of the E.E.G. findings so with these other dis- 
turbances, and we list this evidence for the epiphenomena 
of anoxia in the order in which we have mentioned them in 
our discussion on sleep. 

Hypotension.—Anderson et al. (1946) found that experi- 
mental acute anoxia is often accompanied by hypotension 
and sometimes faintness. 

Bradycardia.—The response of the heart rate to anoxia | 
is inconsistent, but Haldane ef al. (1919) showed that con- 
tinued anoxic anoxia sometimes leads to slowing after an 
initial tachycardia. 

Basal Metabolism.—Killick (1940) showed that in animals 
subjected to slow carbon monoxide intoxication the basal 
metabolic rate decreased, and Beck (1936) confirmed this 
for human subjects similarly poisoned. Af high altitudes, 
however, such a depression of the basal metabolic rate was 
not found to occur in human subjects, the rate actually 
undergoing no change (Monge, 1937), although Hamon et al. 
(1935) showed a decreased oxygen consumption in animals 
under diminished barometric pressure. 

Body Temperature—Hamon et al. (1935) noted that the 
body temperature falls as the atmospheric pressure decreases. 
Armstrong (1939), studying human subjects taken to a 
simulated altitude of 12,000 ft. (3,658 m.), found consistent 
falls in body temperature lasting up to some 24 hours. 


_ Gellhorn (1943) also states that the body temperature falls 


with anoxia. 

Respiration.—The depth of respiration is increased more 
by anoxia than is the rate (van Liere, 1942). Mosso (1898) 
first demonstrated the periodicity changes of the respiratory 
pattern at high altitudes and mentioned the tendency for 
mountaineers to show a Cheyne-Stokes type of breathing. 
“This irregularity most frequently occurs during sleep at 
night. It is caused by oxygen-want, as shown by the fact 
that the administration of oxygen abolishes it” (van Liere, 
1942, p. 113).. Barcroft et al. (1923) produced radiological 
evidence for the increased costality of the manner of breath- 
ing seen in natives living in the high Peruvian Andes. 

Reflexes.—Jok1 (1939) showed that a depression of the 
deep reflexes begins when ascent by man reaches an altitude 
of 6,600 ft. (2,012 m.) This would represent a blood oxygen 
saturation level of about 92%. King et al. (1932) showed 
specifically that anoxia inhibits the knee-jerk. ‘Vasomotor 
reflexes are stimulated (Bouckaert ef al., 1941). A Babinski- 
type plantar response is common in the coma of hypo- 
glycaemic shock (Lups and Kramer, 1940), and, as Gellhorn 
(1943) has shown, the clinical and other findings associated 
with hypoglycaemia parallel those of anoxia. 

Urine.—Adolph (1934) found a complete anuria in frogs 
subjected to anoxia, the suppression being associated with 
total constriction of the glomerular arterioles. Van Liere 
et al. (1935) noted a diminished urine excretion in dogs sub- 


‘jected to anoxic anoxia. These findings have not, however, 


been confirmed in man. 

Gastric Motility—Anaemic anoxia in dogs greatly 
increased the tonus of the stomach wall and also the intensity 
of the hunger ‘contractions (Carlson, 1916). Curtis and 
Hamilton (1938) showed that these findings are also true 
for patients with pernicious anaemia. 

From these considerations it seems evident that the rela- 
tionship between the physiological changes occurring in 
association with the sleep process and those of anoxia is an 
intimate one. We shall not press their possible functional 
identity further, . however, for a reason which becomes 
evident later on. 
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The Biological Significance of Sleep 

Philosophers from the earliest times have speculated upon 
the meaning and necessity of sleep, and their theories have 
ranged from those s ing that the soul leaves the body 
and wanders freely through the world to the concept that 
man dies at the end of each day and is reborn with the 
coming of the following dawn. These theories of primitive 
are echoed in the findings of contemporary dynamic 
psychologists who conceive of sleep and dreams as regres- 
sive patterns to an earlier plane of existence. 
says Jung for example, “is a psychosis brought about by 
free choice”; and Freud writes, “ Dreaming is a fragment 
of the superseded psychic life of the child.” 

Physiologically, sleep has been perhaps the least well 
investigated aspéct of the functions of man, such theories 
as have been advanced to account for it being crude and 
often purely hypothetical extrapolations reflecting the stage 
of medical progress at the time. The so-called “ neuronal 
theory,” postulating a retraction of dendritic processes which 
leads to a suspension of cortical activity, is an example of 
this. Various chemical theories have also been proposed, 
indicating lactic acid accumulation acting as a cerebral 
depressant, “hypnotoxin,” acetylcholine, and “ brom- 
hormone,” with little supporting evidence for their role in 
natural sleep. The Pavlovian theory, based largely on animal 
experimentation, suggests that sleep is a spread of con- 
ditioned internal inhibition and seems to account for one 
aspect of the problem, though its connexion with such hypo- 
thalamic centres as have been shown to be involved in 
various pathological disturbances of the sleep rhythm 
appears to be remote. 

Kleitman (1939) has stressed the importance of afferent 
impulse bombardment in relation to sleep, and has published 
some important work which suggests that a lessening in the 
number of such impulses from the muscles of the periphery 
is a necessary prelude to sleep. This has been further 
elaborated by Max (1935) into what he terms the “ motor 
theory of consciousness.” 

As long ago as 1897 Howell suggested that /vasomotor 
fatigue could explain the necessity for sleep and showed that 
the fall in blood pressure and peripheral vasodilatation 
accompanying sleep could logically accompany a relative 
cerebral anaemia. This theory has been criticized, but it 
still remains a practical possibility, for differential anoxia 
on a vascular basis could exist with no overall change in 
cerebral blood flow. 

Ontogenetically, the diurnal rhythm of sleep seems to 
develop from an irregular polyphasic cycle in infancy, and 
it has often been suggested that wakefulness is a modality 
which depénds upon maturation, that it is a state to which 
the organism must ascend at intervals and in a pattern which 
in unique to the individual at any one time in his develop- 
ment. If this is so, then it might be expected that all the 
forces which contribute to make up the uniqueness of indi- 
vidual personality also assist in the formation of the indi- 
vidual pattern of the sleep—wakefulness cycle. 

In a review of the literature concerned with fatigue Bartley 
and Chute (1947) conclude that fatigue is a part of the 
picture of frustration and conflict, and any assessment of 
fatigue states—including its dimension of sleep—must take 
these important factors into account. They stress the ever- 
present nature of conflicts and point to the part these play 
in. the constant homoeostatic adjustments which the indi- 
vidual is called upon to make. Sleep would seem to be a 
release from these conflicts and a time for the “ realign- 
ment ” of the personality in terms of homoeostatic demands. 
Inability to express emotional needs leads to tension 
development, and if this tension is abnormally great sleep 
becomes impossible. The tendency for emotional tension 
to “spread” and become “ somatized” is representative of 
the orgariism’s inability to withstand the impact of such self- 
generated forces, and is also the pattern and a means for 
their—usually inadequate—discharge in dreams. Mature 
personality development is normally sufficient to permit of 


the organism ’s abandonment to sleep, since the force of such 
deviated “neurotic” tensions is not relatively great. In 
psychiatrically disturbed individuals, and particularly in 
psychoneurotics, this is not so; for them conflicts, in the 
face of poorly differentiated personality development, are 
very considerable, and sleep, because it entails relaxation, is 
either impossible or greafly upset. 

These considerations help in understanding the often 
otherwise incomprehensible inability of the normal subject 
to get to sleep. We have seen already how physical tired- 
ness may be urgently present, the subject apparently desirous 
of sleep, and all the reflex conditioning stimuli at hand, yet 
sleep may prove impossible. From the concepts we have 
just considered it would appear conceivable that these 
subjects were not emotionally ready for sleep ; they were not 
in a condition to accept its psychodynamic demands. 
Furthermore, the inability to sleep, it would seem, postulates 
as well the continuance of a degree of skeletal muscular 
tonus inhibitory to progress in the sleep cycle. Just as, there- 
fore, inability to sleep may entail persistently increased 
muscle tone, keeping up an afferent bombardment of the 
cortex, se also may an actual fear of sleep prevent its onset 
from a fear of the fantasies accompanying it. 

As an example of the interactionism between qur findings 
of anoxia and these psychodynamic considerations of the 
sleep process, it is interesting to reflect back to our observa- | 
tions of skin-scratching noted to occur in many of our sub- 
jects during their passage through plane 2 of the sleep cycle. 
One of the accompaniments of anoxia produced by lowered 
barometric pressure is a lowered threshold of irritability of 
the skin. This may be the result of an altered body-water 
distribution, as Smith (1928) suggested, and he has postulated 
it as one of the causes of restlessness in anoxic subjects—a 
concept which fits in nicely with our findings of the increase 
in muscular movements at this stage of sleep. It also might 
be expected psychodynamically in view of the considerable 
weight of evidence pointing to the function of the skin as 
an erogenous zone from which pleasure may be obtained 
through stimulation. The unconscious preference shown by 
the subjects for those areas of the skin especially sensitive in 
this respect—for example, the naso-oral mucous membrane, 
the cheeks, neck, and genitalia—lends support to these 
considerations. 

The psychodynamics of the process of perception and 
awareness are intimately bound up with those of sleep. 
Fenichel (1945) has pointed out that the primitive modes of 
perception employed by psychotics, with their relatively 
vague and poorly differentiated experience of environment- 
reality, are identical with those of infants. There is a 
poverty of sharp distinction both between perceived objects 
and between the relationship of the sensory experience and 
the experiencing self. But such awareness patterns, poorly 
knit and without their normal relationship to such interpret- 
ing and normally acting mechanisms as the faculty of 
associative recall, are also typical of the diminished intensity 
of consciousness in sleep. It is with the essential identity of 
these three patterns of awareness—in infancy, in schizo- 
phreniform states, and in sleep—that we finally concern 
ourselves here. 


Conclusions : : Sleep and the Problem of Anoxia and 
Awareness 


Hughlings Jackson has observed, “Find out all about 
dreams and you will have found out all about insanity.” It 
is comparatively recently that physiologists have begun to 
interpret the findings of dynamic psychology in their 
schema. Yet, intimately associated as sleep is with aware- 
ness, it is impossible to neglect the interrelationships of such 
concepts with the somatic functional eeu ahs associated 
with these states. 

We have shown (Lovett Doust, conscious 
awareness is a fluctuating variable, ever in this condition, and 
with extremes of the complete lack of awareness of deep 
coma states on the one hand and, on the other, those states 
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of heightened awareness in normal individuals which we 
have designated by the term “attention peaks.” And 
accompanying such variations in the pattern’and continuum 
of awareness, with its subjectively experienced panorama of 
consciousness, we have shown a like picture of oximetric 
variation. An attention peak in consciousness is accom- 
panied by an oxaemic peak in the arterial blood oxygen 
saturation levels ; a state of reverie or inattention is accom- 
panied, in temporal identity, by anoxaemia. A correlate of 
awareness variation is oxaemic variation ; the appearance of 
the one postulates the appearance of the other, and vice 
versa ; the one would seem the mirror image of the other— 
two different ways of viewing a single phenomenon and its 
ever-changing patterns. It is as easy to follow the pro- 
gressive diminution in awareness to the levels of sleep, or 
the intense and overwhelming, desire for it accompanying 
periods of forced wakefulness, or the incarceration of a 
subject in a low oxygen-pressure chamber equipped with a 
mechanism allowing for a progressive increase in the simu- 
lated altitude to 12,000 ft. (3,658 m.), as it is to follow the 
progressive anoxaemia occurring in natural sleep as aware- 
ness is gradually shut off, in step-like fashion as has been 
shown, down to the deepest levels of plane 4, and the 
dramatic anoxia represented by an arterial oxygen saturation 
level of 87%. 

A final point must now be considered. Time and time 
again it was noticed (Figs. 1, 2, and 4) that the sleeper woke 
with his blood oxygen saturation levels still low. They 
climbed back only slowly to their former base-line values. 
The sleeper was awakening ; although-no longer asleep he 
was, however, far from completely conscious. The slurred 
speech, confused ideation, the weary passage of his hand 
across his brow, and the frequent yawning were all 
important evidence of a diminished state of awareness. It 
would not seem legitimate, therefore, to correlate the 
diminished oxygen levels completely with sleep, but rather to 
identify them with the levels of relative unawareness which 
are so much the necessary components of sleep. 

And just as dreams subjectively portray the enrichment of 
the fantasy life of sleep, so this same enriched fantasy and 
these same dreams are seen in the phenomenology of anoxia, 
infancy, and schizophrenia. The qualities of the “real” 
change their values in anoxia and in dreams—that is, in 
these states of altered consciousness the schizophrenic-like 
mutisms, perseverations, autisms, and _ illusion-delusions 
merge with hallucinations of every modality of sensation ; 
the dream world is one of bizarre yet essentially personal 
and meaningful reality, but on a plane and in a sequence 
ill understood enough by the dreamer—and how much less 
by the observer. 

To be awake under such conditions and in such a night- 
mare is, in a word, to be a schizophrenic—Jung’s “a 
dreamer in a world awake "—but to be asleep is the experi- 
ence of us all. And when the homoeostatic realignments 
which serve, perhaps, the purposes of sleep are accomplished 
we are recalled to the state of conscious awareness once 
again. 

The oxygen saturation levels of the constitutional schizo- 
phrenic, as determined oximetrically (Lovett Doust, 1952), 
are those of the dreamer. When the attention peaks which 
have maintained him by conscious empathic effort give, he 
sinks back into a state of “ wakened dreams.” His levels of 
awareness are those of unawareness of all modalities save 
those of his unconscious ; his oxygen saturation is that of 
the sleeper, and fluctuates uneasily as the sleeper, dreaming, 
twists and turns, mutters and sighs, groans, and snores his 
way through sleep. 


Summary 
The sleeping habits and levels of sleep of seven normal 
healthy subjects were studied. 
Photoelectric oximetry in a series of 22 observations 
suggested seven planes of sleep. These planes were : 
(1) wakefulness (arterial oxygen saturation 96%); (2) 


pre-sleep (90-92%) ; (3) light sleep (89-91%) ; (4) deep 


sleep (87-88%); (5) light sleep following deep sleep 
(89-91%) ; (6) pre-wakefulness (90-92%); (7) awaken- 
ing (92-98 %). 

Muscular movements, posture, scratching, respiratory 
adjustments, and responses to external stimuli were 
found to correlate differentially with all these separate 
planes. 

It was seen that the various physiological concomi- 
tants of sleep closely resembled those accompanying 
states of anoxaemia. 

The theories of sleep are reviewed, and it is suggested 
that the concepts of homoeostasis and dynamic psycho- 
logy, psychiatry, and maturation bear an important 
relationship to the phenomena of fluctuating awareness, 
anoxia, and sleep. 

It is a pleasure to express our gratitude to Professor Harold G. 
Wolff and Dr. Stewart Wolf for their constant encouragement 
and for the provision of facilities enabling this work to be carried 
out. 
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The cardinal feature of glaucoma is a raised intraocular 
pressure, as was first fully established by the Scottish 
physician, William MacKenzie, in 1830. He ascribed 
the raised tension to an increase in the watery contents 
of the globe due to a serous choroiditis. Sometimes 
increased tension is associated with, and secondary to, 
a concomitant pathological process, but the cause of 
the increased pressure in primary glaucoma is neither 
obvious nor well understood. Raised intraocular 
pressure in itself is, of course, not recognized by the 
patient, but it is associated with a variety of symptoms. 

In the adult there are two main types of primary 
glaucoma—congestive and simple—and they differ 
clinically in their mode of onset. The former is char- 
acterized by symptoms of haloes and blurred vision or 
by an acute congestive attack ; the latter by an insidious 
onset which usually escapes notice until the disease 
is well established. Congestive glaucoma is so often 
accompanied by a shallow anterior chamber with a 
narrow chamber angle that the disease is frequently 
designated, in American literature, as “ primary narrow 
chamber angle glaucoma ” (Friedenwald, 1949). 

Simple glaucoma is associated with any breadth of 
chamber angle. Analysis of the series of cases exam- 
ined gonioscopically at the Institute of Ophthalmology 
(Hobbs, 1950) in the main supports this generalization, 
as shown in Table I. 


Taste I.—Angle ef the Anterior Chamber in Glaucoma 
Narrow Medium Broad Unclassified 


— os 61 12 2 6 
od 20 43 32 4 


which 


Early Signs: Congestive Glaucoma 
The most dramatic form of onset is the acute attack of 
congestive glaucoma which usually starts in the hours of 
darkness and is characterized by severe pain in the eye 
irradiating throughout the distribution of the trigeminal 
nerve. There is profuse lacrimation, the eyelids and con- 


. junctiva may be swollen, the eye itself red, angry, and 


hard, with a dull insensitive oedematous cornea and a 
dilated pupil. Vision may be reduced to perception of 
light, and severe prostration is often accompanied by 
nausea and vomiting. Such an onset may occur without 
warning and with great suddenness in an eye which is 
apparently healthy. On the other hand, the attack may 
be preceded by prodromal symptoms. In a small series 
of 20 cases of acute glaucoma for which a broad iridectomy 
had been performed in_one eye, eight cases had prodromal 
attacks and 12 had no warning symptoms. " 

Warning symptoms, when they occur, are therefore of 
some importance, because their recognition may avoid the 
onset of an acute congestive attack. They consist of haloes 
or rainbows round lights, short-lived attacks of pain in the 


"eye, and temporary blurring of vision. Such symptoms are 


always evanescent and periodic, and their significance may 
not be realized by the patient or sometimes by the physician. 

A glaucomatous halo is best seen on looking at a point 
focus of bright light in a dark room. Two coloured rings 
are usually seen, an inner blue-violet and an outer yellow- 
red. They are produced by the diffraction by tiny droplets 
of fluid in an oedematous cornea of the rays of light emitted 
from the point source, their physical causation being 
analogous to that of the naturally occurring rainbow. There 
are other causes of haloes, chief among which is senile 
sclerosis of the lens. Glaucomatous haloes are always 
temporary, however, whereas lenticular haloes can be 
demonstrated at any time of day under suitable conditions ; 
furthermore, when glaucomatous haloes are viewed through 
a slit they suffer a diminution in intensity, whereas lenticular 
haloes appear to be broken up into sectors. 

Haloes occurring early in the course of the disease may 
be said to be pathognomonic of congestive glaucoma. Of 
the 81 cases of congestive glaucoma detailed in this paper 
73 were aware of haloes, although not necessarily as a first 
symptom, and eight had an acute attack without prodromal 
symptoms. Haloes also occur late in the course of simple 
glaucoma, and of the 99 cases of simple glaucoma examined 
11 advanced cases gave a history of coloured rings round 
lights. That they are not entirely a function of a narrow 
chamber angle is shown in Table II. 


TABLE I1.—Incidence of Haloes in Both Congestive and Simple 
Glaucoma and the Nature of the Chamber Angle 


Angle Haloes Absence of Haloes 
Narrow... 59 22 
Medium .. Bi ies 13 42 
Unclassified 7 3 


It is often maintained that haloes are easily overlooked 
by a poor witness or that other subjective visual disturb- 
ances may be misinterpreted as haloes. On the other hand, 
if the patient is reasonably intelligent and the examiner 
careful to elicit a detailed description, including the presence 
of colour, there is little possibility of confusion. In this 
series of cases examined at the Institute there are examples 
of patients with lenticular haloes who have been using daily 
miotics unnecessarily, and there are others who have lost 
the sight of one eye, a tragedy which could have been 
avoided had the patient realized the significance of haloes 
seen round lights a few years earlier. As Duke-Elder (1940) 
has written, haloes are regarded by some patients “ with 
interested amusement and by others with lively terror.” 
Prognosis is much better in the latter group. — 


Simple Glaucoma 


Simple glaucoma has a different type of onset of a very 
insidious nature. The presenting symptoms are not specific 
and may have a varied pathology. Sometimes there are 
no ocular symptoms at all in the early stage of the disease, 
and it is first suspected on routine ophthalmological exami- 
nation. An early symptom is difficulty in close work. 
Patients ascribe their troubles to a haze on their spectacle 
lens unrelieved by frequent cleaning. They find it difficult 
to describe their symptoms in detail; the print is out of 
focus, grey in colour when viewed through the affected eye, 
and uncertain in outline. Patients who present these symp- 
toms may be short- or long-sighted, and their difficulty is 
due to a reduction in their power of accommodation. 

It has been observed in the glaucoma clinic that a patient 
who reads 6/5 and J2 with his glasses when the intraocular 
pressure is within normal limits may require an addition of 
+0.5D sphere to his distance glasses and an addition of 
as much as +2.5D sphere to his reading glasses to attain 
the same visual acuity when his intraocular tension is raised. 
The commonest presenting symptom is a permanent blur 
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Fic. 1.—Case 305 (glaucoma simplex). Chart of intraocular 
t 


tension. —— aucoma simplex). ---- Left 
Right eye mney plex) . eye 
in the vision of one eye. This is not a sign which occurs 
early in the course of the disease, for examination of such 
a patient will show a well-marked defect in the visual field 
which must have developed over a considerable period of 
time. The loss of field, however, is insidious, and at first 
monocular, so that it remains unnoticed until such time as 
the normal eye is occluded—usually by accident. There are 
two other later signs—constant eye-ache and a noticeable 
gap in the field of vision. These are, however, late symp- 
toms which force themselves into the consciousness of the 
patient only after considerable ocular damage has been 
done. 

The earliest symptoms noted in simple glaucoma cannot 
be’ explained entirely in terms of intraocular tension. Diffi- 
culty in reading is probably due to the effect of a raised 
intraocular pressure on the ciliary muscle, so that the range 
of accommodation is decreased and the near-point recedes 
beyond the usual comfortable distance of 10 to 12 in. (25 


Fic. 2.—Case 16 om simplex). Left fi 


eld of vision 
charted March 27, 1949. Lv ere at 330 mm. distance. 


to 30 cm.). Eye-ache can also be equated with intraocular 
tension, as in the patient whose 24-hour tension curve is 


_ shown in Fig. 1. The tension of the right eye lies wholly 


above 45 mm. Hg Schiédtz. Patients who complain of a 
gap in the field of vision have in fact a large scotoma which 


has broken out to the periphery so that a whole quadrant - 


of the field is blank (Fig. 2), or they may show a relatively 
small scotoma which approaches close to the fixation point 
(Fig. 3). The latter patient was an amateur bee-keeper, and 
he noticed as a first symptom that bees walking across his 
right hand tended to disappear. Those who complain of 
a permanent blur in one eye have, as a rule, a combination 
of a definite field defect and an intraocular tension which 
is above normal limits during most or all of the 24 hours, 


Fic. 3.—Case 207 (glaucoma simplex). Right field of vision 

charted May 4, 1951, by Mr. H. E. Hobbs. Blind spot mapped 

by 10-mm. white object at 2,000 mm. —— 5-mm. white object. 
---- 2-mm. white object. R.V.=6/6. 


Table II analyses the first symptom noted by the patient 
in 180 cases of glaucoma examined at the Institute of 
Ophthalmology, London. 


TABLE I1l.—Initial Symptomatology—First Symptom 
Congestive | Simple 
Cases 


Cases 
Temporary blurring of vision .. 11 0 
. 

Difficulty in reading. 0 
Gap in the visual feld - 0 73 
Permanent blur in one eye 0 ad 
Total . 81 99 


Variations in Intraocular Tension 


Congestive Glaucoma 

The reason for the evanescent nature of the symptoms of 
congestive glaucoma is found in the behaviour of the intra- 
ocular pressure in an untreated case. Fig.*4 shows that the 
tension is highest just before going to bed, when the symp- 
toms of haloes, blurring, and pain are at their height, and 
lowest in the morning after sleep. 

That sleep has a beneficial effect on the symptoms of 
congestive glaucoma is well recognized by patients. Their 
eyes are usually easier in the morning, and even a doze in 
the middle of the day will relieve them of blurring or ocular 
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Fic. 4.—Case 291 (congestive glaucoma). Chart of intraocular 
tension. 


‘pain. Fig. 5 shows the effect of sleep in an untreated case. 
Emotional strain and fatigue have a contrary effect and 
precipitate rises in tension. 

An important aspect of these observations lies in the 
recognition of the episodic nature of the increased intra- 
ocular tension in congestive glaucoma. Early in the disease 
haloes may be noticed only occasionally—perhaps once a 
fortnight—so that whole days or weeks may pass without 
a rise in intraocular tension. As the disease progresses, 
haloes become more frequent, but a patient who gives a 
history of nocturnal haloes may have a normal tension 
when examined at a morning clinic. The only clue to the 
diagnosis is often a history of haloes, and confirmation of 
their glaucomatous nature in terms of Schidtz tonometric 
readings requires an examination of the patient when the 
symptoms are in evidence. 
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Fie. 5.—Case 281 (congestive glaucoma). Chart of intraocular 
tension. 


Simple Glaucoma 

The ‘variations in the intraocular pressure of simple 
glaucoma which have been investigated and described by 
Langley and Swanljung (1951) differ from those of con- 
gestive glaucoma in one very important aspect. The diurnal 
variation tends to be constant in extent and time, so that 
any 24-hour period is diagnostically as suitable for exami- 
mation as another. It is true that early in the disease the 
intraocular tension is within normal limits at most times in 


the day, so that a single Schi&tz reading is of very little 
value. The diagnostic importance of a 24-hour tension 
curve in doubtful cases has probably been underestimated, 
and this is best undertaken in both types of glaucoma before 
miotics are prescribed. The variation in the intraocular 
tension in a normal eye during 24 hours is in the region 
of 3 to 5 mm. Hg Schidétz, with an upper limit of 25 to 
27 mm. (Fig. 6). Most glaucoma curves are abnormal in 
two respects—the range of the variation and the maximum 


height of the curve. 


RE. 


MM. Hg Schigts, 


0, 12 6 8 6.43 
Fic. 6-—Case 185 (no evidence of glaucoma). Chart of intraocular 


The difference in the two groups is emphasized in Table 
IV, which shows that a high percentage of patients with 
simple glaucoma are unaware of a close association between 
their symptoms and the time of day; whereas most con- 
gestive cases find that their symptoms are consistently 
aggravated at night. 


Taste IV 
Symptoms Worse No Total 
Morning Evening Difference 
Congestive En 5 62 14 81 
Simple .. rm 8 19 72 99 


, Cupping of the Optic Disk 
In Table III there was a small group of cases of simple 


glaucoma diagnosed on routine examination. These patients" 


had no ocular complaints even in retrospect and, until the 
diagnosis was made, believed their eyes to be perfectly 
healthy. The clinical sign which raised the suspicion of 
glaucoma in the examiner’s mind was cupping of the optic 
disk on one or both sides. 

There are various forms of cupping of the optic disk, 
which can be differentiated from the glaucomatous type 
only with difficulty. A physiological cup may be deep, 


but it rarely involves the whole area of the disk, so that 


one side shows a gentle slope to the point of emergence 
of the central vessels. The excavated portion may be white 
and the mottled lamina cribrosa clearly discerned in its 
depths, but the remainder of the disk is usually pink. 

A well-established glaucomatous cup involves the entire 
circumference of the disk with steep sides. It is white, 
sometimes with a peripapillary halo of the same colour 
where the sclera shines through an atrophied retina and 
choroid. All grades of cupping exist between the physio- 
logical and the pathological, and indeed the former’ may 
pass imperceptibly into the latter, so that at some stages 
of glaucoma their differentiation may be quite impossible. 
Of the 29 cases of doubtful glaucoma referred to the Insti- 
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tute for investigation, 27 had cupped disks. Follow-up 
investigation of this series of cases over some years will 
prove of great interest, for it is possible that some, at least, 
are in the preclinical stage of glaucoma simplex and will 
eventually disclose their true nature in response to one of 
the many periodic tests performed upon them. 

Cupping of the optic disk is not an early sign of con- 
gestive glaucoma. Table V shows that 54 of 60 early cases 
of congestive glaucoma presented no pathological cupping, 
whereas all 88 early cases of simple glaucoma had some 
form of cupping, 83 of which were frankly pathological. 


TaBLe V.—Cupping of the Disk in Relation to Type of Glaucoma 


Pathological rage al No 
Cupping Cupping. 
earl 5% 6 9 45 
Congestive 19 - 2 
early fe 83 5 
Simple {ize 10 


There is a close association between cupping and field 
loss as shown in Table VI. Field changes may coexist, 
however, with a normal disk, or a normal field may be 
found in association with a clinically pathological cup. 
Both are probably the product of one process acting at 
a different locus and apparently independently. 


Taste VI.—Cupping of Disk in Relation to Visual Fields 


Fields 
Full Scotoma Depressed 
Pathological cupping .. 5 103 10 
Physi pping .. 4 3 
Field Changes 


Changes in the visual field are not an early feature of 
congestive glaucoma. The majority, as shown in Table VII, 
have no demonstrable field defect when the diagnosis is 
made, either centrally or peripherally. The late cases of 
congestive glaucoma have visual field changes in every way 
comparable to those found in glaucoma simplex, provided 
there has been no acute congestive attack. 


Taste VII.—Scotomata in Congestive Glaucoma 


Baring of the 
Bling Spot Scotoma Full 
‘ early te 15 2 43 
8 13 


Of the 13 cases which had suffered an acute congestive 
attack, five responded to medical treatment. Four of these 
five had full fields and excellent vision, and in the other 
the field was markedly depressed, although vision was 6/6. 
Of the eight cases which had been treated surgically, two 
had cataracts, two had full fields, three had slightly depressed 
fields with good vision, and one had very depressed fields 
and poor visual acuity. Scotomata seem to be uncommon 
as a sequel to an acute congestive attack. — 

Perimetric findings are most valuable in the diagnosis of 
early glaucoma simplex. Their configuration was fully 
described by Traquair in 1935, and nothing new has been 
added since that time. The earliest sign is found by examin- 
ing the patient with a large Bjerrum screen at 2 metres 
distance with a small white object 1 mm. or 2 mm. m 
diameter. Normally this isopter forms a circle subtend- 
ing an angle of 30 degrees from the fixation point, so that 
the blind spot lies within its confines. In glaucoma simplex 
this isopter is altered in such a way as to lay bare the blind 


Lefi vision 


y t field of 
“4 21, 1950. 5-mm. 
object. ---- 2-mm. white object. L.V. = 6/6 


‘ 90 
Fic. 7.—Case 136 ucoma_ simplex) 
taken at 2,000 mm. ce on Fe 


spot, which now lies outside the deformed circle. Small 
isolated scotomata then appear (Blaxter, 1950) which 
coalesce with the blind spot to form arcuate scotomata 
which spread above or below the fixation point (Figs. 7 
and 8). Such signs are inconstant, and in untrained hands 
are difficult to elicit. All the cases of glaucoma simplex 
in this series had defective fields, the changes varying from 
baring of the blind spot to absolute amaurosis. 

The Threat to Vision.—It follows as a corollary to the 
analysis of visual-field changes in the two groups of 
glaucoma that the threat to vision is much greater in the 
simple than in the congestive type. Congestive glaucoma 
being a disease of symptoms, ample warning is usually 
given of disturbed function. If adequate therapeutic steps 
are taken the danger to sight is not great, whereas simple 
glaucoma develops slowly and quietly with few symptoms 
and no apparent disturbance in function. In this series, 


Fic. ‘8.—Case 310 (glaucoma i field of vision 
on = 5, 1951, 


taken at 2,000 mm. distance 
Blaxter, —— 5-mm. whi 2-mm. white object. 


object. 
R.V. 19. 
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cases with a visual acuity of less than 6/60 in one eye 
amount to 37% of simple and 11% of congestive cases. 
Only three of the congestive cases had an acute attack. 
The cause of loss of vision in the others was due to neglect 
of warning symptoms. 


Incidence 


Table VIII shows that the average age of diagnosis of 
simple glaucoma is later than that of congestive glaucoma 
and that the congestive type is more common in women. 
A positive family history was obtained in 10% of both types 
of glaucoma in the series examined. This figure cannot be 
accurate, for many patients have little knowledge of their 
close relatives. 


TasBLe VIII.—General Incidence 


Congestive Simple 
Average of diagnosis 54-2 years 59 years 
51 F.; 30 M. 47 52 M 
Family history 8/81 0/99 ; 


The relationship of glaucoma to refraction is drawn up 
in Table LX. The distribution curves in percentages (Fig. 9) 
are remarkably similar, showing two peaks at +1D and at 
~1D. Although the curve for simple glaucoma lies on the 
myopic side of that for congestive glaucoma, the disease is 
much less common in myopia than in hypermetropia. 


10%4 


<-3 -3 -2 O +1 42 +3 D+3 


REFRACTION 
Fic, 9.—Glaucoma and refractive error. _—— , Congestive 
glaucoma. ---- Simple glaucoma. - 


Tas_e [IX.—Glaucoma and Refractive Errors 


Hypermetropic Myopic Emmetropic 
Cc 
. 2 9 5 
” »2D . 21 1 
” 10 1 
3D 10 2 
Up to D 17 12 
» 22D 15 4 
” »3D 9 5 
>3D 7 4 


Each patient was interviewed by a lady almoner, and a 
social history was Obtained which included questions on 
occupation, home conditions, working. conditions, financial 
state, and personality reaction. Table X indicates that 
many of them are anxious and nervous individuals, more 
especially among the congestive cases. On the whole, 
glaucoma patients are industrious and conscientious citizens 
who set high standards for themselves and who are easily 
disturbed if these standards are not met. " 

Typically, a patient with congestive glaucoma is an 
anxious and conscientious woman in the early fifties who 


TasB_e X.—Psychological Background in Glaucoma 


Congestive Simple 
Anxious... 48 41 
Overconscientious il 7 
Depressed 2 i 
Aggressive ee +4 aa 3 3 
No obvious pattern aia a 17. 47 


complains of haloes and attacks of blurred vision, especi- 
ally in the. evenings, and on examination is found to be 
a hypermetrope with good visual acuity, full fields, and 
normal fundi, and whose eyes present shallow anterior 
chambers with narrow angles. 

A patient with simple glaucoma may be a male or a 
female in the late fifties who has noticed a vague but con- 
stant difficulty in close work for some months and thought 
a change of glasses was necessary. Examination reveals a 
low hypermetrope or myope with poor visual acuity in one 
eye, scotomatous fields of vision, and cupped disk or disks ; 
anterior chambers are of moderate depth and the angle is 
of medium breadth. 

Sample ahalyses of the 75,000 or so persons registered as 
blind in Great Britain reveal glaucoma as the cause in 15% 
(Sorsby, 1951). Earlier diagnosis is one way by which this 
figure can*be reduced. Research on the fundamental dis- 
turbance in glaucoma also depends upon the examination 
of early untreated cases before dysfunction gives way to 
organic change. The family medical practitioner is most 
likely to see the patient early in the course of the disease. 
He should suspect its presence in all patients over the age 
of 40 who request advice on their eyes, especially if they 
have ever seen haloes or if one eye is more affected than 
the other. If he were to refer such patients to colleagues 
competent to diagnose ocular disease, it is possible that cases 
of congestive and simple glaucoma would be diagnosed 
earlier and treated more effectively. 


Summary 


Analysis of 180 case histories of patients with 
glaucoma supports the following conclusions : 

(1) Congestive narrow-angle glaucoma has an acute 
onset or begins with periodic attacks of haloes, ocular 
pain, or blurring. Simple glaucoma has an insidious 
onset with unspecific ocular symptoms—treading diffi- 
culty, eye-ache, blur in one eye—or the disease may be 
diagnosed before symptoms arise. 

(2) Elevation of intraocular tension in congestive 
glaucoma is episodic, precipitated by emotional strain 
and fatigue, and relieved by sleep. The diurnal varia- 
tion in intraocular pressure in simple glaucoma tends 
to be constant for any 24-hour period. 

(3) Cupping of the optic disk is not characteristic of 
early congestive glaucoma, but is nearly always found 
in simple glaucoma, and its extent is closely related to 
the degree of field loss. 

(4) Changes in the visual fields are not found in early 
cases of congestive glaucoma either centrally or peri- 
pherally. Central field changes are, however, an early 
and valuable sign of the simple type. 

(5) The threat to vision is less in congestive than in 
simple glaucoma. 

(6) Congestive glaucoma is diagnosed at an earlier 
age than is simple glaucoma and is commoner in the 
female sex. A genetic basis is found in 10% of cases 
of both types. | 

(7) The distribution of the two types of glaucoma 
over the refraction range is very similar. 
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(8) Patients with congestive glaucoma are usually 
nervous and worrying individuals. This tendency i is less 


marked in simple glaucoma. 

(9) A plea is made that practitioners should suspect 
the disease in all patients over 40 years with eye symp- 
toms, especially if haloes have been seen or if there ‘s 
a unilateral disturbance of vision. 


This analysis touches very briefly upon the work of Mr. G. D. 
Elphick on visual fields, Mr. H. E. Hobbs on gonioscopy, and 
Mr. D. A. Langley on the phasic variations in simple glaucoma, 
carried out at the Glaucoma Clinic under the direction of Sir 
Stewart Duke-Elder. The social histories were taken by Misses 


Abbey, Armstrong, and Collis; patients were mainly referred 


from the surgeons of Moorfields, Westminster, and Central Eye 
Hospital ; the secretarial Work was undertaken by Miss J. Brown: 
to all of whom my thanks are due. 
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‘CEPHALIC TETANUS 
WITH REPORT OF A CASE 


BY 


L. BAGRATUNI, B.M., B.Ch. 


Reguyer. Department of Clinical Biochemistry, Radcliffe 
Infirmary, Oxford 


Cephalic tetanus is a rare. disease developing after 
injuries to the scalp, face, or neck, and associated with 
palsies of cranial nerves III, IV, VI, VII, [X-X, XII, 
singly or in any combination. Although general tetanus 
does not always follow, the condition is invariably 
associated with some degree of trismus. 

Cumstone (1918) and Raven (1940) both recognize a 
type of cephalic tetanus after head or face injury which 
is without palsy and in which trismus is the principal 
sign. This type should not strictly be included in the 
term “ cephalic tetanus,” since it does not differ from 
local tetanus as found in other parts of the body. For 
this reason it is suggested that the term “cephalic 
tetanus ” should be limited to those cases in which there 
is a cranial-nerve palsy. For this reason, again, cases 


‘such as those of Hyman (1935), in which there was 


tetanus with trismus and slight neck stiffness after 
tonsillectomy, and Bagchi (1929), who reported genera- 
lized tetanus associated with discharging ears, are not 


_ true cases of cephalic tetanus, in spite of the injury being 


limited to the head. 

Rose (1869) is, generally credited with the first com- 
prehensive description of the disease, although Sir 
Charles Bell reported a case in London in 1836 and 
Pollock another from Dublin ‘in 1847. Brown (1912) 
reviewed 94 cases, and in 1935 Abel and Hampil com- 
prehensively reviewed the earliest literature on tetanus 
in genera! Jayme-Goyaz (1941) and Wetzel (1942) 


- almost simultaneously published reviews on cephalic 
tetanus in relation to eye injuries. For the past 25 years. 
the Quarterly Cumulative Index Medicus has reported 
on an average two to three cases annually, bringing the- 
present reported total to over 200. 


_Case Report 

A 19-year-old engineer’s apprentice was admitted to the 
Radcliffe Infirmary on July 17, 1949, as an emergency. His 
complaint. was stiffness of the jaws for the previous 12 
hours. There was nothing relevant in his past or family 
history, and he had always enjoyed good health. On July 7 
he had had an accident while riding a bicycle along a flint 
road which was strewn with hay. He fell off and received 
a cut over his left eyebrow from a pedal. At no time was — 
he unconscious. With a friend he telephoned for a car, 
which brought them. to his doctor in five minutes. After 
cleansing, two stitches were put into the wound and he 
received a prophylactic injection of antitetanic serum into 
his left deltoid. He was home, in bed, within half an hour 
of the accident. On the next day he felt quite well except 
for a slight headache behind the left eye which lasted for 
two days. His doctor, however, advised him to remain in 
bed. 


On July 16 he was allowed up by his doctor for the first 
time. He felt a little tired but had no other symptoms. 
Later in the day he had slight difficulty in closing the left 
eye, but took little notice of this. During the night he was 
awakened twice by an involuntary closure of the jaws which 
caused him to -bite his tongue. On waking the following 
morning he noticed that he could not move the left side of 
his face as well as his right if he spoke or smiled. The 
left side felt “ stiff.” Next he noticed that the jaw was 
“ stiff’ on the left side. These symptoms progressed. At 
8 p.m. he was seen by his doctor, who found a complete 
left facial palsy, trismus, and no other signs. He sent him 
into hospital. There had been no difficulty in swallowing 
and no stiffness anywhere apart from the trismus. 

On admission he looked healthy and felt perfectly well 
apart from the palsy and slight trismus. In fact, he treated 
the whole matter as a joke. His temperature was 97.8° F. 
(36.6° C.), pulse 60, and respirations 20. 

Examination showed a moderately deep wound over the 
left eyebrow, 14 in. (3.8 cm.) long, sprinkled with penicillin 
powder. It was clean and there were no signs of inflamma- - 
tion. Multiple superficial abrasions were present on both 
elbows, extensor aspects of both forearms, both palms, and 
the left knee. These were healing well. There was no stiff- | 
ness of the neck, back, or abdomen. He had a well-marked 
upper and lower facial palsy on the left, but could with an 
effort give a short whistle now and then. . He could not close 
the left eye, although the right closed normally. The left 
naso-labjal fold was almost completely obliterated. There 
was also mild trismus. No further abnormalities of the 
cranial nerves were found; the fundi appeared normal, 
and tone, power, movement, and reflexes in the limbs and 
abdomen showed no abnormality. The plantar responses 
were flexor. There was no abdominal rigidity. The cardio- 
vascular and respiratory systems were normal. The blood 
pressure was 110/80. Urine analysis revealed no abnormal 


_constituents. 


Progress aud Lnvestigations 


He was at once put to bed and given 100,000 units of 
antitetanic serum intravenously and 100,000 units intra- 
muscularly. He received phenobarbitone and sodium 
amytal and was given a high-calorie high-protein diet. » A 
skull x-ray film showed no fracture or other lesion. | 

July 18.—The stitches were removed and a swab was taken 
from the wound, which appeared quite clean. Clostridium 
tetani was not cultured from the swab. The haemoglobin 
was 17.4 g.%.. The white blood cells numbered 5,000, with 


‘a normal differential count. The blood sedimentation rate 


was 1 mm. in one hour (Westergren). The Wassermann 
and Kahn reactions were negative. He was well and was 
fairly active in spite of the sedation. The accompanying 
photograph was taken on this day. . 

July 19.—The trismus was increasing ma he was having 
difficulty in taking solid foods. 
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July 20.—The tris- 
mus was worse. He 
complained spontane- 
ously of diplopia for 
distant objects. The 
mouth opened } in, 
(1.9 ©m.). There was 
minimal weakness of 
the left external rec- 
tus muscle on looking 
to the left. He was 
developing a _right- 
sided ptosis. He com- 
plained of some stiff- 
ness of the left side 
of his neck. There 
was no abdominal 
rigidity. 

July 21.— The 
ptosis was more pro- 
nounced. The di- 
plopia persisted, but 

was difficult to 
analyse in spite of the images being side by side. There 
was very slight dilatation of the right pupil. He complained 
of some blurring of vision., He was unable to take solid 
food. The wound was quite clean. 

July 22.—The ptosis was increasing and there was slight 
impairment of upward movement of the right eye and slight 
limitation of lateral movement of the left eye. There was 
no difficulty in swallowing. 

July 23-—The diplopia persisted for distant objects and 
there was occasional difficulty in swallowing. . . 

July 24.—His ‘sleep was disturbed by involuntary tongue- 
biting. The trismus was very marked on the left side and 
the mouth hardly opened, so that fluids had to be taken 
from a feeder. Occasionally fluids passed into the trachea 
but not into the nose. The diplopia persisted, but there 
were no signs of general tetanus. 

July 27.—He began to improve. The mouth opened wider 
and the tongue-biting at night had become much less 
frequent. The facial palsy and ptosis. remained as before. 
Movements of the left eye were improved, but the right eye 
movements were still impaired. 

July 28.—The diplopia was improving. 

July 31—The ptosis was less marked and the mouth 
opened wider. He was taking solid food. 

August 4.—The facial palsy remained unchanged. The 
mouth opened wider but fluids still entered the trachea at 
times although there was no difficulty in swallowing. 
Vision: right eye, 6/5 and Jaeger 1 ; left eye, 6/9 and Jaeger 
1 with hesitation. The ptosis was improving, but the diplopia 
persisted. There were no pupillary abnormalities. Changes 
were observed in the left fundus for the first time. 

August 9.—Seen by Mr. J. P. F. Lloyd at the Oxford Eye 
Hospital, with the following findings. Vision: right eye, 
6/5; left eye, 6/18. Orthoptic report: cover test, near and 
distance slight convergence, rapid recovery ; ocular move- 
ments show slight left external and left inferior rectus weak- 
ness ; left superior rectus appears to overact. Synoptophore: 
angle + 3° straight ahead, + 5° laevoversion, and + 3° on 
dextroversion ; fuses at + 3°; adducts 24°; abducts 4/5°. 
He still complained of horizontal diplopia on laevoversion 
and depression which was improving. The Hess chart was 
attempted, but the angle of deviation was too small. The 
fundi showed a lesion of the left macular, the fovea appear- 
ing to be situated in a small greyish area. This was thought 
to be due to macular exudate, detachment, or haemorrha 
after the trauma of the accident. The 6/18 vision of the 
left eye was not improved by glasses. In Mr. Lloyd’s 
opinion the incoordination of eye. movement could not 
be attributed to any one muscle, but seemed to involve a 
midbrain nuclear disturbance. 


‘ Photograph showing wound and left 
facial palsy on July 18. 


August 10.—The patient was up and about in the ward. 
The ptosis was less marked and the mouth opened, fairly 
well, but the facial weakness persisted. The wound was now 
well healed. 

August 12:-—Electromyography of the facial muscles 
showed normal nerve conduction on both sides on faradic 
stimulation. All facial muscles responded to both faradic’ 
and galvanic stimulation, although the response was slightly 
more sluggish on the left side. The electrical reactions were 
virtually normal. He was discharged home on August 13. 
During his 27 days in hospital his temperature rose to 100° 
F. (37.8° C.) on only four separate occasions. 

When seen as an out-patient on September 6 there was 
some facial asymmetry at rest and upper and lower facial 
weakness was still present, but much less marked. The left 
palpebral fissure was slightly smaller than the right. The 
mouth still did not open fully, but he was eating and chew- 
ing his food normally. 

On December 15, 1950, eighteen months after the initial 
injury, he was symptomless and quite well. At rest there 
was still minimal facial asymmetry, with the left naso- 
labial fold less marked than the right, but there was no 
facial weakness. ‘The mouth opened fully, although he 
did not think it opened as well as before the injury. There 
were no eye symptoms or signs. Indeed, the only traces 
remaining of his illness were the well-healed scars over the 
eyebrow and slight facial asymmetry. ch 


Discussion 

In the days before serum was used Brown found the 
mortality in cephalic tetanus to be 53% in 94 cases, but in the 
14 cases in which facial palsy preceded trismus this was raised 
to 64%. Wetzel’s 30 cases after eye injury had a mortality 
of 80%. The six cases which recovered all had antitetanic 
serum. For general tetanus Cole (1940) found the mortality 
to be 38% in 43 consecutive cases in civilian practi¢e. Pratt 
(1945) found a mortality of 43% among 56 children with - 
all forms. Cole considered the prognosis bad for general 
tetanus if spasm appeared within 48 hours after injury and 
good if after this period. Reports certainly suggest that 
cephalic tetanus is more deadly than other forms and the 
prognosis is worse the earlier the signs appear. 

The palsy may last a few days or persist for several 
months in the absence of other symptoms. The facial palsy 
is the most persistent, but recovery always seems to occur in 
the end. The present patient had a slight facial weakness 
two months after the initial injury. He was perfectly well 
apart from this. Sigwald’s (1946) case, however, had a 


‘persistent facial palsy for seven months with no signs of 


recovery. This is very exceptional. 

Ptosis also tends to persist, but usually for a shorter 
period. Palsies of the other cranial nerves are generally 
confined to the height of the illness only. P 


Pathogenesis and Pathology 

The tetano-spasmin fraction of the tetanus toxin is fatal 
to man in a dose of 0.5 mg. Barnes and Trueta (1941) 
suggest that it is absorbed by the lymphatics and carried to - 
the anterior horn cells by the blood. The work of Harvey 
(1939), Schaefer (1944), and Vincent and de Prat (1945), 
however, suggests that the spastic phenomena may be ex- 
plained by a purely peripheral action of the toxin on the 
motor end-plate and proprioceptive endings, associated with 
increased liberation of acetylcholine. 

The paralytic phenomena are very much harder to under- 
stand. Rose originally thought that the facial nerve swelled 
under the influence of the toxin and became strangulated in 
the stylo-mastoid canal, resulting in the commonest type of 
palsy. Watkins (1939) found an impaired sensation to taste 
associated with facial palsy and suggested a similar mechan- 
ism with involvement of the chorda tympani. Jayme-Goyaz 
quoted Mendel, who suggested that the third-nerve lesions 
were due to intense absorption of toxin from the orbicu- 
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laris and ciliary regions, which are supplied by this nerve. Fhe Newons System. of 


In Sigwald’s case the limitation of ocular movement as 
determined by electrical tests was due to paralysis and not 
to spasm of the eye muscles. In the present case myograms 
of the facial muscles after the patient had improved showed 
little change from normal, although the response was more 
sluggish on the side of the palsy. Gunther and Walker 
(1943) found that in local tetanus myograms showed action 
currents present even at rest, with exaggerated summation 
‘during contraction and after a noise stimulus. 

Baker (1943) reviewed the early literature on the patho- 
logical changes; it ‘was extremely conflicting. It may be 
said in general that no definite nerve lesion had been found 
except for haemorrhages which might have been due to 
violent spasms. He recorded the case of a farmer who died 
of general tetanus after the removal of a wart from the hand. 
He died with irregular heart and respiratory action not 
associated with spasms and apparently due to failure of the 
respiratory and cardiovascular centres in the medulla. Sec- 
tions of the brain showed destructive changes in the motor 
nuclei of the fifth nerve and in the dorsal nucleus of the 
tenth nerve. Minimal changes were found elsewhere, and 
there was no significant lesion of. the anterior horn cells. 
Baker suggested that selective nuclear damage may often be 
a cause of death in tetanus, and is usually ascribed to 
tespiratory spasms rather than paralysis. Such localized 
nuclear changes would certainly account for the bizarre 
ocular signs found in the present and other reported cases. 
Baker’s. patient had no ocular signs, and no damage was 
observed in any of the ocular nuclei. Reversible damage 
to the nucleus would account for the temporary naturé of 
the paresis, and the extent of the damage would determine 
its duration. 

~. Treatment 

No matter how mild the initial symptoms may be, every 
«case of cephalic tetanus should be treated as a potential 
case of general tetanus. Antitoxin should be given, 100,000 
units intravenously and 100,000 intramuscularly, as soon as 
possible after the signs appear. Adequate sedation to pre- 
vent spasms, a special nurse, and.a darkened room are 
essential. A high-protein high-calorie diet should also be 
‘given, by nasal tube if the trismus is intense. 

Tongue-biting may be troublesome and the teeth may have 
‘to be wedged with gauze. The general nursing of the 
patient is often of greater importance than any specific 
therapy. Mephenesin (“ myanesin”) has been used to over- 
come the spasms and it is useful for feeding, but there is a 
«danger of haemolysis (Torrens ef al., 1948). 


Summary 

Cephalic tetanus is defined as tetanus after head or 
‘face injury which is accompanied by some cranial-nerve 
palsy. A case with recovery is described. 

The clinical picture involves bizarre palsies of cranial 
merves III, IV, VI, VII, [IX-X, XII, single or in any 
combination. Exceptionally, the chorda tympani may 
tbe involved. It is suggested that the condition results 
‘in transient or permanent damage to the cranial-nerve 
muclei. 

Prognosis is better than earlier reports suggest if 
‘prompt treatment with antitetanic serum and sedation is 
-carried out. 


I should like to thank Dr. A. M. Cooke for permission to 
publish this case and for helpful criticism in connexion with 
this paper. I should also like to thank Mr. J. P. F. Lloyd, of the 
‘Oxford Eye Hospital, for the eye conmmnations. 
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ESTIMATION OF TRYPSIN IN 
DUODENAL JUICE 


I. GORDON, M.B., M.R.C.P., MLR.C.P.Ed., D.C.H. 


_ B. LEVIN, M.D., Ph.D., B.Sc. 
AND 


T. P. WHITEHEAD, A.R.LC. 
( From the Queen Elizabeth Hospital for Children, London) 


It has been shown (Andersen, 1942) that trypsin is 
always low or absent from the duodenal juice in fibro- 
cystic disease of the pancreas, and this forms a reliable 
basis of diagnosis. Andersen has pointed out that the 
estimation of proteolytic enzyme need not, be exact, as 


there is a fairly wide difference between the amounts 


found in fibrocystic disease and those found in other 
conditions, and she therefore adopted a simple modifica- 
tion of Fermi’s method (1906) for routine estimation of 
trypsin. For some time we have been using a modifica- 
tion of the method of d’Este Emery (quoted by Harrison, 
1930), which utilizes the gelatin of an x-ray film as 
substrate for estimating trypsin in duodenal juice and 
faeces. It has the advantage of ease and simplicity and 
is accurate enough for diagnosis. A similar method has 
been described for faeces by Shwachman, Patterson, and 
Laguna (1949), who appear to have overlooked the prior 
description. 

In this investigation, using the method of James (1951) 
for aspirating duodenal juice, the normal levels of tryp- 
sin have been determined by the x-ray film method ; 
a comparison has been made between this method, the 
gelatin method of Andersen, and a more accurate 


‘method based upon the proteolytic action of trypsin 


on casein (Northrop, 1924). ; 


Method of Intubation 
An ordinary duodenal tube containing a magnet in the 


tip was used as in the method of James (1951). In an infant - 


the 10 o’clock feed was not given ; in the older child break- 
fast was omitted so that intubation was performed with the 
stomach empty. There was no restriction of fluids. Seda- 
tives were unnecessary ; in several instances where one was 
given a longer time was needed to obtain a satisfactory 
specimen of duodenal juice, possibly because of the dimin- 
ished gastric — or because the patients were more 
restless when the tube was passed. Whenever possible the 
tube was passed through the nose, as better control was 

thus obtained. In most cases a small plotting compass— 
+ in. (1.25 cm,)—with a non-dipping needle was used to 
locate the tip. The point at which maximum oscillation 
of the needle occurred was found by experience to be always 


i 
i 


i 
q 
+ 
. 
4 
— 
‘ 
> 
4 
. BY 
, 
i 
| 
i 
e 
4 
is id 
4 
4 
4 
} 
. 


464 Marcu 1, 1952 


ESTIMATION OF TRYPSIN IN DUODENAL JUICE 


+ in. (1.25 cm.) away from the tip as seen by a radiograph. 
The position of the tip of the tube could not be accurately 
defined when it lay directly below the rectus muscles unless 
its position was approached by a deep palpation, with the 
compass underneath the rectus muscle. In all cases, as soon 
as the tip was thought to be in the duodenum, its position 
was confirmed by a radiograph. Of the 48 cases investi- 
gated only 2 were unsuccessful at the first attempt, and 
when repeated no difficulty was encountered. The time 
taken for intubation varied from 20 minutes to two hours, 
the majority taking about one hour. 

Whenever possible the duodenal juice was allowed to drip 
out without suction, but it was sometimes found desirable, 
especially when the fluid was viscous,-to apply gentle suc- 
tion with a syringe to reduce the time of collection. The 
juice was always collected in approximately 0.5-ml. amounts 


in separate tubes, thus avoiding the possibility of gastric 


juice contaminating the whole specimen. The most charac- 
teristic specimens of duodenal juice, as judged by colour, 
clearness, absence of muagus, and the pH, could then be 
pooled and used for analysis. Estimation of trypsin was 
’ performed as soon as possible after the duodenal juice had 
been obtained, being kept ice-cold in the meanwhile. If 
the analysis were performed the following day, the specimen 
was kept frozen. Under these conditions there seems to be 
no diminution in tryptic activity up to 48 hours. 


Estimation of Trypsin 
Gelatin Method 


Andersen and Early’s (1942) directions were followed, 
except that U.S.P: gelatin was used instead of Knox gelatin. 


X-ray-film Method 

Serial dilutions of duodenal juice from 1 in 2 to 1 in 4,096 
are prepared by adding accurately 0.2 ml. of the fluid to the 
first of the series of 12 test-tubes—2 by } in. (5 by 0.6 cm.) 
—each containing 0.2 ml. of 1% crystalline sodium carbon- 
ate solution. After mixing, exactly 0.2 ml..is removed and 
added to the second tube, and so on up to the sixth tube, 
from which 0.2 ml. of the mixture is discarded. To the 
seventh tube is added 0.2 ml. of duodenal juice already 
diluted 1 in 32 with 1% sodium carbonate solution, and 
serial dilution effected as before up tc the twelfth tube. In 
this way the large errors which may occur in carrying out 
12 successive serial dilutions were avoided. 


With a Pasteur pipette, 1 drop (approximately 0.05 ml.) - 


of undiluted duodenal juice is placed upon a 5-cm. square 
of unused x-ray film. Then a drop of each of the serial 
dilutions of the juice are separately placed thereon, starting 
with the weakest dilution, and finally 1 drop of 1% sodium 
carbonate solution as a control. .-The spots are numbered 
for convenience from 1 (undiluted juice) to 13. Care is 
taken in delivery that each drop occupies approximately 
the same area of film. The latter is then transferred to a 
covered Petri dish containing a moist pad of cotton-wool 
to prevent drying, and incubated at 37° C. for 30 minutes. 
The film is then placed in the freezing chamber of a re- 
frigerator for 20 minutes. In all transfers care is taken 
that the drops are not displaced. Finally the film is washed 
in a stream of cold water from the tap. If sufficient trypsin 
is present in any of the drops, a clear circular translucent 
area is left after the drop is washed off. The control spot 
remains unaffected, apart from a slight roughening of the 
surface. 

It is essential to place the film in the freezing chamber of 
the refrigerator before washing in tap water, since the gela- 
tin of the film may be softened by any fluid at 37° C., and 
if not well cooled may be subsequently washed off in too 
strong a stream of cold water. The end-point is taken as 
the highest dilution of duodenal juice giving a completely 
‘translucent area. For simplicity the spot number may be 
reported instead of the dilution. Although.used or unused 
film may be utilized, we have found it preferable to employ 
unused Kodak film. Other makes give slightly different 


results. Duplicate estimations were always performed and 
there was no difficulty in getting good agreement between 
duplicates. : 

Casein Method 

The method of Northrop (1924) was used. To approxi- 
mately 17 ml. of distilled water is added 1 g. of soluble 
casein B.P. and the mixture is well shaken to dissolve. Then 
6 ml. of 2% crystalline sodium carbonate solution is added, 
followed by 0.5 ml. of duodenal juice, and the solution made 
up to 25 ml. in a volumetric flask with distilled water. After 
inverting several times to mix, 1 ml. is at once removed as 
a blank, placed in a test-tube containing 2 ml. of water, and 
2.5 ml. of 10% trichloroacetic acid solution is added. After 
standing for five minutes the precipitated protein is filtered 
off. The remainder in the volumetric flask is incubated at 
37° C. for 45 minutes, after which 1 ml. is removed and 
treated as before. From both these filtrates 3 ml. is re- 
moved for the estimation of nitrogen by the micro-Kjeldahl 
method. From the difference between the two results the 
number of milligrams of non-protein nitrogen produced by 
the action of 1 ml. of duodenal juice on 4% casein solution 
under these conditions is calculated. 

Material 

Duodenal juice was obtained from 48 infants and children. 
The total included 15 normal children aged 3 weeks to 2 
years ; 8 with fibrocystic disease of the pancreas, aged 3 
to 14 months; 20 with symptoms suggestive of coeliac 
disease or fibrocystic disease, aged 7 months to 24 years : 


and 5 marasmic infants aged 14 months to 3-years. All 
specimens of juice except two were golden yellow due to 


‘bile, the two exceptions being light green. The specimens 


from cases of fibrocystic disease were thick viscous fluids, 
whereas all the others were thin and mainly clear. The pH 
ranged from 7 to 8.3, except for one which was pH 5.8, 
although this gave a normal level of trypsin. 


; Results 


The results of the estimation of proteolytic enzyme by 
the x-ray-film method in the duodenal juice from 48 infants 
are shown in the Chart. In 7 of the 48 specimens no trypsin 
could be detected. One 
further case showed a WORMALS*AND ALL CASES OTHER 
very low amount of 
trypsin, giving an end- 17> visease 
point in a dilution of ZA oF pancrens 
1 in 2 only (spot 2). All 
these were diagnosed as 
fibrocystic disease and 
treated as such. The 
remainder showed end- 
points at spots 6 to 11 
inclusive, with the 
largest number at spot 
7. There is a wide 
margin, therefore, be- 
tween the cases of 
fibrocystic disease and 
the others, and this 
result is also obtained 
with Andersen’s gelatin 
method as shown in 
the Table. There were ; 
no cases of coeliac disease, marasmus, or possible fibro- 
cystic disease (other than proved cases) in which the amounts. 
of proteolytic enzyme fell below the lowest level found in 
normal infants. 


Comparison of X-ray-film Method, Andersen's Method, and 
Casein Method 


NUMBER OF CASES 


EE 


uo 4s678 904 
ACTIVITY SPOT NUMBER 


Chart showing trypsin levels of 
duodenal Shoo in 48 infants. 


In a preliminary experiment, using serial dilutions of 
pancreatin (B.P.) containing from 200 to 0.2 mg./ml., parallel? 
results were obtained by all methods. The amount of tryp- 
sin in the duodenal juice from 14 infants was estimated by 
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Trypsin in Duodenal Juice a Fon ants. Comparison of the Three 
et. 


Specimen —— Gelatin Method | Casein Method 
No. (Andersen) Tube No. mg.N/ml. 
Spot No. 
1 Nil Nil Nil 
3 3 
4 6 4 52 
5 6 é 3 67 
6 7 4 67 
7 7 2 85 
8 7 2 96 
9 7 2 115 
10 7 3 124 
il 8 4 54 
12 . 3 83 
13 8 3 88 
14 10 4 93 


all three methods (see Table). Although the results given 
for the x-ray-film method and Andersen’s gelatin method 
show a close relationship, they are not exactly parallel. Of 
the three cases of fibrocystic disease, two showed no trypsin 
by both methods, and the third gave the same low result. 
However, among ‘the normals, specimens of duodenal juice 
which gave identical levels of trypsin by the x-ray-film 
method gave levels: that differed by as much as three tubes 
by Andersen’s method. These differences are to be ex- 
pected, since neither method can be considered accurate as 


_compared with the casein method. For example, duodenal 


juice with an end-point at spot 7 can give a range of 67 to 
124 mg. of nitrogen by the casein method and an even wider 
range is obtained with specimens of duodenal juice giving 
an end-point at spot 8. A similar wide variation is shown 
with Andersen’s method. Results are, however, generally 
parallel with all three methods. 

The results obtained in this investigation show that the 
x-ray-film method is entirely adequate for the differentiation 
of fibrocystic disease from other conditions. It is especially 
suitable as a routine clinical laboratory procedure; it is 
simple to perform, less juice is required, and it is less time- 
consuming than other methods, since results can be obtained 
within an hour. The use of James’s method of intubation in 
conjunction with the x-ray-film method of estimation of 
proteolytic enzyme makes the investigation of suspected 
cases of fibrocystic disease of the pancreas relatively easy. 


Summary 

The amounts of trypsin in the duodenal juice of 48 
infants and children, including 8 suffering from fibro- 
cystic disease of the pancreas, have been determined by 
a method utilizing the gelatin of x-ray film as substrate. 
This method, which has advantages of ease and sim- 
plicity, has been compared with the gelatin method of 
Andersen as well as with a more accurate casein method, 
and has been shown to be accurate enough for the diag- 
nosis of fibrocystic disease of the pancreas. 

We would like to thank Dr. A. H. James for originally 


demonstrating his method of duodenal intubation, and Dr. W. F. 
Young and Dr. A. H. James for obtaining some of the specimens 
of duodenal juice. 
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On the day of the total eclipse of the sun a million Hindu 
pilgrims bathed in the sacred lakes at Kurukshetra (East 
Punjab). The Times special correspondent (February 
26) pays special tribute to the excellent public health 
arrangements. All pilgrims were inoculated compulsorily 
against cholera, all water (including the sacred lakes) 
chlorinated, and D.D.T. sprayed throughout the pilgrim 
camps, and no outbreak of disease has been reported. 


ACUTE IDIOPATHIC PAROXYSMAL 
COLD HAEMOGLOBINURIA OF 
NON-SYPHILITIC TYPE IN A CHILD 


W. P. SWEETNAM, M.D., M.R.C.P., D.P.H., D.C.H. 
Paediatrician 


E. F. MURPHY, MD., D.C.H. 
Senior Paediatric Registrar 
AND 


R. C. WOODCOCK, M.B., B.Ch., D.C.P. 
Registrar in Pathology : 


Halifax General Hospital 
Haemoglobinuria, in contrast to haematuria, is a clinical 


sign which is so seldom seen in paediatric practice that 
its appearance is a matter of unusual interest and signifi- 


cance. In the great majority of cases there is either ; 


clinical or serological evidence of congenital or acquired 


‘syphilis, although in the last decade this disease has . 


become increasingly rare. 

The syndromes of paroxysmal cold haemogtolsistisia 
associated with cold haemagglutination and paroxysmal 
cold haemoglobinuria as found in syphilitics were first 
clearly distinguished by Stats and Wasserman (1943). 
Cases of paroxysmal haemoglobinuria induced by 
exposure of the body to cold in which clinical and 
serological evidence of syphilis is lacking have been 
described by Stats and Wasserman (1943), Stats, Wasser- 
man, and Rosenthal (1948), Malley and Hickey (1949), 
arid Ferriman et al. (1951). These last observers, in an 
analysis of the reported cases, could find only 12 in 
which the aetiology is unknown. All were. in the later 
age groups, only one (aged 38) being under 50. 


= (Case Report 


A boy aged 34 was admitted to hospital with a history tbat 
on three days during the previous fortnight he had. been out 
with his father (a general practitioner) on his rounds and, 
on returning home, complained of a headache and vague 
abdominal pain, had what appeared to be a rigor, and 
immediately afterwards passed dark urine “like burgundy.” 
On each occasion very low environmental temperatures were 
present. His symptoms cleared completely in a matter of 
minutes and his urine became clear in about 12-18 hours. It 
had also been noticed that the child developed a dusky blue 
discoloration and puffiness of the hands and ears on 
exposure to cold, suggestive of Raynaud’s phenomenon. 

On admission the child was of normal size and weight, 
active, and of good nutrition. He was pale, with a slight 
icteric tinge. Neither liver nor spleen was palpable. His 
pulse was 70 and regular and the blood pressure 110/70. 
Pulsation of arteries in the upper and lower limbs was 
normal. There was no history of any previous illness. The 
family history was irrelevant. 

Investigation of Urine-—During a paroxysm the urine was 
the colour of burgundy and of high specific gravity (1026- 


1030). Albumin was present. The benzidine test was positive — 


and spectroscopy showed the presence of oxyhaemogliobin. 
No red cells were seen on microscopical examination. 
Immediately after an attack a trace of bilirubin was detected 
and urobilinogen was found in an increased amount. In the 
intervals between attacks spectroscopy did not show any 
oxyhaemoglobin and albumin was absent. * Haemosiderin 
was present on two occasions only (Prussian-blue reaction). 
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Investigation of Blood-—During the period the child 
was under investigation the haemoglobin varied from 72% 
(10.7 g.%) to 82% (12.1 g.%) and the erythrocytes from 
5.1 to 5.3 millions. Reticulocytes remained at 0.5%. The 
white cells varied from 8.000 to 13,000, with a normal differ- 
ential count. The blood Wassermann reaction and Kahn 
test were repeatedly negative. The Donath—Landsteiner 
test was positive, serum haemolysins of the “cold” type 
being present to a titre of 1 in 4. An auto-agglutinin was 
present in the serum to a titre of 1 in 256 at 2-5° C. No 
agglutination occurred at 37° C. or at 20° C. (room tempera- 
ture). When the tubes containing the “compatible” red 
cells which had been agglutinated by the patient’s serum 
at 2-S° C. were warmed, complete and even dispersal of 
the cells occurred. No “incomplete” antibodies were 
detected, a direct Coombs test on the patient’s red cells being 
negative. The acid haemolysis test (Ham, 1939) was nega- 
tive. Oxyhaemoglobin and methaemalbumin (Schumm’s 
test) were present in the serum during and shortly after an 
attack. The osmotic fragility of the red cells was normal. 
Rosenbach Test.—While in hospital the child was 
encouraged to go outside lightly clad in the hope that a 
paroxysm might be induced ; none occurred, probably owing 
to an improvement in the weather conditions. It was there- 
fore decided to induce an attack artificially by a modified 
Rosenbach test in order to confirm the diagnosis. 
. Blood was taken from an arm; haemoglobin was not 
present in the serum, and urine passed at the same time 
contained no abnormal constituents. The same arm was 
immersed in water at about 5-10° C. for 10 minutes, no 
movement being allowed. Venous return was not obstructed. 
At the end of this period the arm was lifted from the bath. 
It was noted that the skin had become a mottled blue-and- 
white. Blood was immediately taken from the arm and a 
sample of urine obtained. The serum of this blood con- 
tained 380 mg. of haemoglobin per 100 ml.; methaem- 
albumin was present. The urine was of normal colour 
and contained haemosiderin, but no haemoglobin could be 
detected. The benzidine test was negative. Two hours later 
the blood serum still contained 250 mg. of haemoglobin per 
100 ml. A specimen of urine obtained at this time was the 
colour of burgundy and contained haemoglobin and haemo- 
siderin, the benzidine test being positive. No red blood cells 
were seen on microscopical examination. 

Progress of Patient——The child has been encouraged to 
lead a normal life and to go out in all weathers suitably clad 
—that is, wearing extra clothing, thick stockings, and gloves 
on exceptionally cold days. Eight months later no further 
attacks of haemoglobinuria had occurred, although occa- 
sional duskiness and puffiness of the hands in cold weather 
had been noticed. The child himself has not complained of 


any symptoms. 
Discussion 


In this country the only types of haemoglobinuria which 
need to be considered are (1) haemoglobinuria due to drugs, 
(2) march haemoglobinuria, (3) syphilitic haemoglobinuria, 
(4) paroxysmal nocturnal haemoglobinuria (the Marchiafava- 
Micheli syndrome), and (5) the idiopathic type. 

The lack of any history of drug-taking or any preceding 
vigorous exercise clearly ruled out the question of drug or 
march haemoglobinuria. There was no past or present 
clinical or serological evidence of syphilis. The lack of 
persistent haemoglobinaemia and haemosiderinuria, the nega- 
tive haemolysis test of Ham, together with the fact that the 
attacks occurred by day only, served to differentiate the 
condition from the Marchiafava-Micheli syndrome. 

The diagnosis of haemoglobinuria due to cold agglutinins 
was finally confirmed by a provocative modified Rosenbach 
test and by the demonstration-of autohaemagglutination at 
low temperatures and in high titre with complete reversal of 
the reaction upon increasing the temperature. 

The child’s paroxysms of haemoglobinuria, although 
dramatic and alarming events to the parents, appeared to 
cause little systemic upset. The degree of blood destruction 


did not call for transfusion or even iron therapy. The 4 


adoption of common-sense precautions, such as the wearing 
of extra clothing on cold days, seems to have controlled the 
paroxysms without the necessity for curtailing the child's 


activities. 

. Summary 

A case of idiopathic paroxysmal cold haemoglobinuria 
of the non-syphilitic type in a child aged 34 is described. 
This is the youngest case yet reported. 

The differential diagnosis of the types of haemoglobin- 
uria met with in this country is discussed. 
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INTRA-ARTICULAR STREPTOMYCIN IN 
TUBERCULOSIS OF THE KNEE 


BY 
R. T. AHERN, M.B., D.P.H. 


AND 


G. P. ARDEN, M.B., F.R.C.S. 
(From the Heatherwood Orthopaedic Hospital) 


Until recently the accepted treatment of synovial-joint 
tuberculosis was prolonged immobilization of the joint, 
general sanatorium treatment, and ultimately, in many — 
cases, some form of arthrodesis. This leaves much to be 
desired, as the treatment lasts for years, a disability is 
nearly always permanent, and in children there is serious 
disturbance of growth. 

With the advent of streptomycin many have attempted 
to modify the above regime, but with only a limited 
success. Most of the papers published (Bickel ef al., 
1948 ; Smith and I-Sen Yu, 1950) have been of cases 
tréated by. systemic streptomycin in late and well- 
established infections. The tubercle bacillus is only 
moderately sensitive to streptomycin, so to obtain the 
best effect it is essential to procure the maximum con- 
centration of the drug at the site of the lesion. This 
should be done early before extensive fibrosis and. 
cartilage damage obliterates the joint space, damages 
the joint, and reduces the blood supply to the affected 
areas. 


Early Diagnosis 


To obtain these optimum conditions we have attempted 
to diagnose cases early by gland and/or synovial biopsy. 
and we have given streptomycin by the intra-articular route 
(Streeten, 1949). 

By performing gland or synovial biopsies early in suspected 
cases a definite diagnosis can often be made (Arden and 
Scott, 1947). In the case of knee-, ankle-, wrist-, and elbow- 
joints a gland and/or synovial biopsy will give a positive 
result in 70-80% of cases. In the case of the hip- or 
shoulder-joint a synovial biopsy is hardly justified, but a 
gland biopsy can be readily carried out. We believe that all 
cases showing a chronic inflammatory process in a single 
large joint should be submitted to biopsy. Only by this 
method will it be possible to make an “y diagnosis of a 
tuberculous infection of a joint. 
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lt has been found necessary to give streptomycin intra- 
thecally to cure cases of tuberculous meningitis. Strepto- 
mycin given locally into tuberculous sinuses has also. been 
found to be most effective (Ahern, 1950). Jones (1948) has 
demonstrated that intra-articular penicillin can remain in 


a joint up to 48 hours after intra-articular injection, and 


that this was the best method of preventing joint infections 
in war wounds. 


The Investigation 

This report is an analysis of 10 cases of synovial tuber- 
culous infection of the knee which have been treated by 
intra-articular streptomycin. ‘ Most of the cases had been 
treated previously, for varying periods, by rest and in a 
sanatorium, without much improvement. “Only three cases 
were diagnosed early (within four months of the onset of 
symptoms). + 

The follow-up is fairly short (20.4 months) and the 
number of cases is small, but in a few the results have been 
promising enough to encourage further trial. 

Since it is possible to cure 50% of cases of tuberculous 
meningitis, equal or better results should be possible in the 
case of joint infections. ; 

5 In some cases difficulty was experienced in entering the 
joint cavity owing to fibrosis and partial obliteration of the 
joint space. During the period of treatment all joints were 


treated either by traction and immobilization or by im- 


mobilization in a plaster backslab. Later the joint was left 
free when the clinical appearance and sedimentation rate 
were normal. 

In four cases streptomycin blood levels were estimated at 
six and twelve hours after the intra-articular injections (see 
Table). The level at six hours was about 100 xg. per ml., 


Blood Levels of Streptomycin after Intra-articular Injection 


Intra-articular Blood Level (ug. /ml.) 
1 1g. 93 50 
4 1g. 106 8-0 
5 1g. 93 48 
6 1g. 106 


but by twelve hours it had fallen to less than 10 pg. It 
would appear to be unnecessary to give systemic streptomycin 
as well. Efforts to estimate the joint streptomycin level 
failed owing to there being insufficient joint fluid. 


Case Reports 

Case /.—Boy aged 12. Pain and swelling of right knee 
first appeared in February, 1945. Had received prolonged 
conservative treatment, but condition reactivated on several 
occasions. Tuberculous focus in right upper zone of chest 
in 1947. Moderate synovial thickening of knee ; 90° move- 
ment at start of treatment. No osseous focus and joint space 
normal on x-ray examination. Synovial membrane biopsy 
(May 25, 1949) positive for tuberculosis. Treatment: 21 
bi-weekly intra-articular injections of 1 g. of streptomycin 
(August to November, 1949). Immobilization for three 
months in a Thomas splint. Result (21 months after treat- 
ment): Knee cool, no swelling ; x-ray film as before ; normal 
activities. Comment: Undoubtedly benefited from local 
streptomycin therapy. 

_Case 2.—Boy aged 6. Focus right hilum in 1947, and 
right talo-navicular joint in 1948. Recurrent effusions into 
right knee during 1948. Marked synovial.thickening ; warm ; 
10° movement at start of treatment. X-ray examination 
showed no osseous focus and normal joint space. Synovial 
membrane biopsy (April 13, 1950) positive for tuberculosis. 
Treatment : Four bi-weekly injections of 0.5 g. Child very 
uncooperative. Treatment stopped August, 1949. Traction 
for nine months in a Thomas splint. Result (24 months 
after treatment): Knee cool, no swelling: 10° movement : 


14 in. (3.8 cm.) lengthening ;,. wearing calliper. X-ray 


appearances unaltered. Comment: Diagnosis proved eight 
months after a very short course of streptomycin. Re-~ 
activated. 10 months after streptomycin therapy, with back-. 
ward subluxation of tibia. Settled after further five months’ 
conservative treatment. 

Case 3—Woman aged 28. Bilateral hilar foci and two 
spinal foci in 1947. Synovial swelling in right knee, with 
effusion, since May, 1949. ’At start of treatment movement 
not noted. X-ray examination showed no osseous focus and 
moderately reduced joint spaces. Treatment : Ten bi-weekly 
injections of 1 g. of streptomycin (August to September, 
1949). Three months in plaster shell. Result (23 months 
after treatment): Knee cool, no swelling ;-movement 140° : 
normal activities. Final x-ray film showed no osseous focus 
and very much reduced joint space. Comment : Presumptive 
evidence of tuberculous infection very strong. Benefite 
from local streptomycin... - 

Case 4.—Girl aged 13. Pain and slight synovial swelling 
in right knee, July, 1949; one month in plaster cylinder. 
5° movement at start of treatment. X-ray films showed 
no osseous focus and normal joint space. Bilateral healed 
hilar foci, August, 1949. Treatment: 10 bi-weekly injec- 


tions of 1 g. of streptomycin (August to September, 1949). _ 


Nine months’ traction in Thomas splint ; nine months in 
walking calliper. Result (23 months after treatment): 
Knee cool, no swelling ; movement 80° ; calliper discarded 
after 11 months. X-ray film as before. Comment; Marked 
improvement following local streptomycin. 5 

Case 5—Man aged 29. Pain and swelling of right knee 
first appeared in April, 1949. Five weeks in plaster before 
admission in July, 1949... On admission knee cool; no 
swelling; movement 5°. X-ray film showed no osseous 
focus and normal joint space. Treatment: 22 bi-weekly 
injections of streptomycin 1 g. (August to November, 1949). 
Three months’ traction in Thomas splint; six months in 
walking calliper. Result (21 months after treatment): Knee 
cool; no swelling ; 25° movement. X-ray films showed a 
patchy decalcification of lower end of femur and upper end 
of tibia and normal joint space. Comment: An unusual 
patchy decalcification noted six weeks after start of strepto- 
mycin therapy—probably a streptomycin effect. Very slow 
to clear. 

Case 6.—Man aged 21. Left-sided pleurisy in 1948. Pain, 
synovial swelling, and effusion in left knee first appeared in 
March, 1949. Tubercle bacilli not present in fluid on admis- 
sion in July, 1949. Knee cool; slight swelling ; 20° move- 
ment. X-ray films showed no osseous focus and normal 


- joint space. Treatment: 22 bi-weekly injections of 1 g. 


streptomycin (August to November, 1949). Three months’ 


* traction in Thomas splint ; seven weeks in walking calliper. 


Result (21 months after treatment): Recurrence of slight. 
pain (May, 1951); slight swelling at inner side left knee. 
Final x-ray appearance: small localized osseous focus in- 
upper inner border of tibia ; good joint space. Comment : 
Had regained 90° movement by June, 1950. Slight synovial 
swelling had persisted since treatment. . Mild reactivation 
with small osseous focus in May, 1951. Thirty degrees 
movement retained. 

- Case 7.—Woman aged 40. Tuberculous right hip in 1939 ; 
and tuberculous right kidney in 1949. Pain and swelling of 
right knee following a fall in October, 1948, about a year 
before admission. On admission slight synovial swelling: 

30° movement. X-rays showed reduced joint space; very 
slight erosion of joint surfaces. Treatment : 12 thrice-weekly 
injections of 0.5 g. of streptomycin (February to March, 
1950). Eleven months’ traction in Thomas splint. Result (17 
months after treatment): Knee cool, no swelling ; 60° move- 
ment ; 10° flexion contracture. Plaster cylinder applied on 

discharge in June, 1951. X-ray film showed no appreciable 

alteration. Comment: Quiescence not attained with local 

streptomycin. Synovial swelling and tenderness persisted. 

Settled subsequently after a further 15 months’ conservative 

treatment and a course of systemic streptomycin. : 
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Case 8.—Girl aged 3. Pain, synovial swelling, and effusion 
in left knee in July, 1949. Warm, tender, moderate swelling 
and effusion, and almost full movement, at start of treat- 
ment. X-rays showed no osseous focus and normal joint 
space. Biopsy showed inguinal glands, superficial and deep, 
to be positive for tuberculosis on December 9, 1949. Focus 
right hilum in July, 1949. Treatment: 12 thrice-weekly 
injections of 0.25 g. of streptomycin (December, 1949, to 
January, 1950). Two months’ fraction in Thomas splint. 
Result (19 months after treatment): Knee cool, no swelling ; 
Full movement. X-ray film as before. .-Comment: An 
early case; proved infection overcome with local strepto- 
mycin therapy. 


Case 9.—Boy aged 16. Pain and swelling of right knee 
in December, 1947 ; then treated conservatively for two years. 
At time of admission moderate synovial - swelling ; 
movement 20°. X-ray films showed coarse trabeculation, 
slightly reduced joint space, and irregularity of posterior 
part of femoral condyles. Biopsy showed inguinal gland 
(January 18, 1948) to be positive for tuberculosis. Treat- 
ment ; 12 thrice-weekly injections of 1 g. of streptomycin (De- 
cember, 1949, to January, 1950). Two months’ immobiliza- 
tion in Thomas splint. Result (19 months after treatment): 
Moderate swelling persisted ; 40° movement. January, 1951: 
Charnley’s arthrodesis. X-ray film showed bony fusion. 
Comment: Local streptomycin failed, but moderately 
advanced erosion of joint surfaces was present at start of 
treatment. 


Case 10.—Male, aged 44. Pain and synovial swelling 
right knee since March, 1949, x-ray film showing rarefaction. 
Pulmonary tuberculosis, March, 1949; positive ‘sputum. 
_ Treatment: 12 thrice-weekly ifjections of 1 g. of strepto- 
mycin (April to May, 1950) plus 2 g. of P.A.S. intra-artieu- 
larly thrice-weekly for same period. Eight months in walking 
calliper. Result (15 months after treatment): Pain and 
synovial swelling persisted. Charniey’s arthrodesis, 
February, 1951. Syrtovial membrane at time of operation 
positive for tuberculosis: February 12, 1951, x-ray film 
showed bony fusion. Comment : Local streptomycin failed. 


Discussion 


The affected knee is indistinguishable from normal in 
Cases 1 and 8. Cases 3 and 4 are progressing well, have 
140 and 80 degrees of movement and no pain, wear no 
support, and are back at work. Quiescence was attained 
in Case 5, but only 25 degrees of movement was regained. 
Quiescence was attained temporarily in Case 6, with 90 
degrees of movement. Reactivation occurred 21 months 
later. Quiescence was not attained with local streptomycin 


in Cases 2, 7, 9, and 10. It is perhaps not without signifi- ° 


cance that treatment was discontinued after four injections - 
in Case 2. 2 

Reactions were few. One case developed a rash which 
did not interfere with treatment. A positive sputum in this 
case became negative on completion of treatment. A slight 
local reaction with increased temperature and tenderness 
not lasting more than 24 hours was occasionally noted, but 
this occurred only when difficulty was encountered in enter- 
ing the joint and some of the streptomycin was injected into 
the soft tissues. 

It will be at least two years before enough cases have been 
treated and followed for any final opinion on this method 


of treatment to be given.. We feel justified in publishing | 


this interim report in the hope that other surgeons seeing 
these cases early will try to establish a diagnosis and begin 
treatment before cartilaginous damage takes place. 

The average case admitted to an orthopaedic hospital has 
had symptoms for a year or more. 


The results obtained with intra-articular streptomycin 
in synovial tuberculosis of the knee are encouraging. 


Early diagnosis by gland and/or synovial 
Four of our ten cases have progressed well, and in 
two normal function has been re-established. « 


biopsy is 
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ANGIOMA VENOSUM RACEMOSUM WITH 
ANGIOMATOUS LESIONS OF SKIN 
AND OMENTUM 


BY 


IRVING GILBERT, M.D., M.R.C.P. 


Consultant Physician, St. Andrew’s Hospital, Billericay, 
Essex ; Senior Registrar, Tilbury and Riverside Hospital 


Vascular malformations and tumours of the central 
nervous system are sometimes associated with similar 
lesions of the skin and viscera. Such associations are 
known by the names of Sturge—Kalischer—-Weber, von 
Hippel, and Lindau when the nervous tissue involved 
is either the cerebrum or cerebellum. 

Wyburn-Mason (1943) quotes numerous instances of 
skin naevi coexisting with a variety of vascular lesions 
of the cord. However, he notes only seven instances in 
which angioma venosum racemosum is associated with 
a skin naevus, and quotes the cases of Cobb, Alexander, 
Rand, Sterling, and Jackinowicz, adding three cases of 
his own. In only one of these (his Case 12) was the 
skin lesion non-segmental. All cases described had the 
cagd lesion in either the lower dorsal or the lumbar 
areas. 

Subsequently, Cross (1947) published the first case 
of extensive subarachnoid blood vessels involving the 
whole of the cervical region associated with an angioma 
of the left side of the neck and prominent vascular mark- 
ings of the upper part of the chest and over the seventh 
cervical vertebra. The present case appears to be the 
second one on record. Of additional interest is the 
occurrence of numerous small angiomata of the omen- 
tum and a further large skin naevus of the flank. 


Description of the Case 

The patient was a well-built boy aged 15. Three years 
before admission he jumped off a 5-ft. (1.5-m.) wall and 
landed on. his feet. He sustained no obvious injury, but 
30 seconds later, while walking, he developed occipital head- 
ache. He was laid up for two weeks at home, complaining 
of pain at the back of his head, across both shoulders, and 
radiating down the left arm as far as the elbow. He stated 
that for several weeks his left leg tended to drag, but that 
ultimately recovery was complete. He was well until 10 
days before admission, when he made a racing dive, swam 
two lengths of the swimming-bath, and then suddenly 
developed pain across the forehead and at the back of 
the neck. He got out of the water and almost lost con- 
sciousness on account of the severity of the pain. He was 
taken home, where his headaches continued for two days, 
accompanied by vomiting. 

Five days before admission, while lying in bed, the pain 
in the nape of his neck suddenly became worse and again 
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Fic. 1.—Large skin naevus over the left flank. 


spread across the back of his shoulders. This lasted for 
three days. On admission he complained only of stiffness 
at the backs of both legs. ' 

Examination showed him to be a tall, well-built boy. 
There was general weakness of the left upper limb only, 
while neck rigidity and Kernig’s sign were both present. 
A large naevus was observed over his left flank and several 
small ones elsewhere (Figs. 1 and 2), including one within 
the distribution of the fifth cervical neuronal segment. 

Lumbar puncture produced a xanthochromic fluid with 
raised protein and cells. Radiographs of the skull and neck 
were negative. 

The patient improved gradually, and on discharge three 
weeks later had recovered completely and was symptom- 
free. In view of the history suggesting recurrent sub- 
arachnoid haemorrhage, the lumbar puncture findings, and 
the presence of skin naevi, a tentative diagnosis of angioma 
of the cervical spinal cord was made. ~Other systems were 
normal, blood pressure was not raised, and urine examina- 
tion, E.S.R., and chest radiograph showed no gross abnor- 
mality. He was sent to a neurosurgical unit for further 
investigation, but while waiting for admission to this unit 
he had a recurrence of symptoms after a friendly tussle with 
a school friend, and was readmitted to hospital 10 weeks 
later. Symptoms consisted mainly of pain across the right 
shoulder which gradually spread down the right side of his 
body. Examination revealed gross weakness and hypotonus 
of: the right arm and leg, with diminution of tendon-jerks on 


that side. Neck rigidity was marked, Kernig’s sign was. 


positive, whilst the right plantar response was extensor. 
No sensory loss was detected at this stage. Lumbar punc- 


naevi. 


2.—The left-flank naevus and other small 


Fie. 


ture produced a clear fluid with 
evidence of spinal block. 

There was a gradual increase of 
motor weakness, which spread to- 
the left side of the body, so that 
five days after admission he. pre- 
sented a picture of quadriplegia. 
There was sensory loss to pin-prick 
up to the level of C5 and both plan- 
tar reflexes were extensor. Respi- 
ratory embarrassment developed, 
‘cough reflex was weak, and dys- 
phagia was complained of. His 
general condition remained poor 
and gave great cause for anxiety, 
as it was obvious that the paralysis 
was gradually spreading. 

A neurosurgical team was called: 
in and laminectomy was performed. 
Unfortunately the patient did not 
survive the operation, and in view 
of the extent of the lesion it was : 
doubtful whether it was amenable 
to surgical treatment. Post-mortem 
examination revealed a large venous . cord 
angioma overlying the whole of the 
cervical cord (Fig. 3); numerous small angiomata of the 
omentum (Fig. 4) ; and the skin naevi previously mentioned, 
which of course were observed ante mortem. 


Discussion 


‘Reference to the symptomatology” of recorded cases 
(Wyburn-Mason, 1943) indicates a fairly constant pattern. 
There is sudden onset of pain of root type associated with 
subjective sensory phenomena of tingling ahd numbness. 
Weakness or paralysis supervenes sooner or later, and is 
followed by a variable degree of recovery. Relapse occurs, 
with general worsening of the clinical’ state. Although 
sudden stress of exercise may precipitate symptoms there 
is no real evidence that trauma plays a part in basic 
aetiology. 

Wyburn-Mason suggests that vascular naevi of the skin 
are not associated with any special type of blood-vessel 
abnormality of the cord, but may coexist with any variety. 
Furthermore, such naevi may or may not occupy segmental 
skin areas corresponding to the state of the cord lesion. 

However, it is worth noting the words of Stanley Cobb 
(1915), who says that skin naevi are at times of diagnostic 
value when segmental phenomena referable to the central 
nervous system are present, and that congenital vascular 


Fic. 4.—Small angiomata of the omentum. 
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tumours arise from a developmental fault of the central 
nervous system, so these lesions may occur in any of the 
organs innervated by filaments from that neuromere. 
Appreciation of the skin naevi in this case enabled a 
correct pre-operative diagnosis to be made. 


Summary 

A case is described of angioma venosum racemosum 
of the cervical spinal cord associated with angiomata 
of the omentum and skin naevi of the same metameres. 
The diagnostic value of the cutaneous lesions is stressed. 


I wish to thank Dr. Eliot Mackworth and Dr. Philip. Buckley 
for permission to publish this case, and to express my appreciation 
of the efforts of Dr. L. Potaschmacher for his painstaking post- 
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Medical Memoranda 


| 


Two Cases of Tetanus Neonatorum Treated with 
Penicillin and Aureomycin 


Umbilical tetanus is fortunately rare in the British Isles ; 
possibly for this reason the literature on the subject is 


relatively scanty, and standard textbooks do not deal fully 


with the use of modern drugs in this condition. W. Sheldon, 
for instance, in his Diseases of Infancy and Childhood (5th 
edition, 1946, p. 24), recommends 20,000 units of antitetanic 
serum (A.T.S.) and sedation with chloral and magnesium 
sulphate. He.does not mention the use of the sulphon- 
amides or penicillin. The following cases may therefore be 
of interest. Both occurred before the end of the second 
week of life, and made a complete recovery. 


Case 1 

An African boy aged 7 days had a history of constant 
crying. On examination some tendency to rigidity of limbs 
but no definite spasm was seen. The umbilical wound had 
not healed and was dirty and plastered with leaves. His 
temperature was 99° F. (37.2° C.) and pulse 130. Heart 
and chest were normal. He was given A.T.S., 100,000 units 
immediately, and penicillin “ G,” 200,000 units four-hourly, 
and the cord was dressed with sulphanilamide powder. By 
the afternoon of admission muscular spasm and trismus of 
the jaws was obvious. Sedation with chloral hydrate and 
potassium bromide, 15 gr. (1 g.) of each four-hourly per 
rectum, was begun. Any reduction of this dose at once 
resulted in a return of the spasms. For the first 24 hours 
no attempt was made to pass a nasal catheter, and fluid 
was given per rectum—2} oz. (70 ml.) of water two-hourly. 

Om the second day four-hourly nasal feeds of expressed 
breast milk were given, but the water per rectum was con- 
tinhed, to guard against dehydration. [For five days the 
whole of this quantity was retained. On the third day 
penicillin was reduced to 100,000 units four-hourly, and 
sedation continued. It was now found that tHe child could 
swallow, and part of the feeds was given by syringe. As 
soon as the child tired of swallowing, the tube was passed 


_to complete the feed. On the fifth day he was sucking 


the syringe strongly ; part breast-feeding was begun ; pheno- 
barbitone, 1 gr. (65 mg.) four-hourly, was substituted for 
bromide and chloral; and rectal fluids were discontinued. 
On the seventh day he was fully breast-fed and pheno- 
barbitone was discontinued. He was discharged in good 
condition on the ninth day. Two days later he was seen 
at the clinic. He was then yay. well and there was 
no residual stiffness. 


Case 2 

An African girl aged 9 days was brought to hospital 
because she was unable to suck. The child was crying 
continuously, with risus sardonicus, clenched fists, stiffly 
extended legs, and taut abdomen. Handling produced con- 
vulsive arching of the spine. The umbilical wound was 
1} in. (3.1 cm.) across, moist, and filthy. Her temperature 
was 100° F. (37.8° C.) and pulse 134. Her heart and chest 
were normal. She was admitted at once (February 13, 1951). 
A.T.S. was not obtained till February 17, when 100,000 
units was given. Treatment was carried out on exactly 
the same lines as in Case 1, but the violent reactive spasms 
remained unabated for seven days, although the child was 
quiet unless touched. It was necessary to aspirate four- 
hourly, or more frequently, with a rubber mucus catheter, 
the nurse summoning medical aid for this purpose each 
time the child. became cyanosed or showed difficulty in 
breathing. Without these ministrations she would un- 
doubtedly have died. Passing the catheter to the back of 
the mouth and directing it to the epiglottis was made diffi- 
cult by the jaw trismus. 

On February 19, as the temperature had not responded 
to penicillin, ‘“ aureomycin,” 250 mg. four-hourly, was 
substituted. From this time onwards the improvement 
was marked and steady, except for one setback. During 
a nasal feed on the 21st the child suddenly collapsed and 
ceased to breathe. She was restored by artificial respira- 
tion and nikethamide. No feed had been-inhaled, and the 
collapse may have been due to vagal inhibition coupled 
with respiratory spasm. Curiously enough, the child 
appeared much better the day after this episode. The 
aureomycin was now reduced to 120 mg. four-hourly. On 
February 22 all reactive spasms had ceased and the child 
could be handled gently without arching of the spine result- 
ing. Nevertheless. the whole body remained stiff; especially 
the legs, which were all the time held stiffly extended except 
in sleep, when they relaxed slightly. The fists remained 
clenched and the head retracted. Phenobarbitone, 1 gr. 
(65 mg.) four-hourly, was substituted for the other seda- 
tives. Massage and movements were started, and in eight 
days the limbs were back to normal. The aureomycin was 
discontinued on February 22 (tetal 3,000 mg.). 

COMMENT 

Only one dose of A.T.S. was given owing to local short- 
age. The successful outcome in Case 2, which was in all 
respects extremely severe, suggests that delay in giving 
A.T.S. need not prove fatal. It seems logical to give large 
doses of penicillin or of a sulphonamide, because septicaemia 
is a strong probability. It is interesting to note the response 
to aureomycin in Case 2. The very high fluid intake would 
seem to be necessitated by the muscle spasm, which no 
doubt increases the body’s needs. It may possibly help to 
prevent serious consequences from the heavy sedation. It 
is certain that in Case 2 the patient would have died from 
pneumonia, if not from asphyxia, had she not been 
aspirated frequently. 

Mary E. Saunton, M.B., B.S., MRCOG. 


A Combination of Congenital Anomalies 


It is well known that the presence of one congenital defect 
in a person should make one examine for the presence of 
other anomalies. The following case illustrates this ea 


Case REPORT _ 

A female Bantu child weighing 4 Ib. 54 oz. (2 kg.) was 
born in the maternity section of Baragwanath Hospital on 
September 26, 1950. She was premature, of approximately 
36 weeks, and delivery was very rapid. She was noticed 
to be blue from birth. She did not cry or breathe after 
birth, but the heart was beating strongly. Lobeline was given 
by injection, the air passages were cleared, and oxygen was 
administered. She soon started to breathe, but remained 
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extremely cyanotic. The placenta was circular in shape 


and appeared to be normal. The umbilical cord was 


centrally inserted in the placenta, but was only 8 in. (20 cm.) 
in length. 

The baby was the second infant of the mother, who gave 
no history of any illness during this pregnancy. 

On examination the patient was seen to be a newborn 
female infant showing well-marked cyanosis, especially 
around the lips and tongue. Her rectal temperature was 
97.8° F. (36.6° C.). The umbilical cord stump appeared 
normal and healthy, with no evidence of sepsis or bleeding. 
The infant had supernumerary nipples placed in a line 
between the axilla and groin of each side ; there were three 
extra nipples on the right side and four on the left (Fig. 1). 

The fingers and toes were longer than normal. There 


was a flexion deformity of the second, third, and fourth right 
fingers and of the third left finger (Fig. 2). ‘The palate was - 
highly arched. No obvious anomaly of the eyes was noticed. 
The heart rate was 136 a minute. Clinical enlargement of 


Fic. 2.—Radiograph of hands showing deformities of second 
third, and fourth’ right and. third left fingers, and length of 
gers 


the heart was present. No thrills or murmurs-were detected. 
Nothing abnormal was found in the lungs. Neither the 
spleen nor the liver was palpable. 

Investigations——A_ blood count showed: haemoglobin, 
24 g. % (Sahli); erythrocytes, 6,780,000 per c.mm.; leuco- 
cytes, 5,100 per c.mm. (neutrophils 39%, monocytes 12%, 
lymphocytes 37%, eosinophils 10%, basophils 1%, plasma 
cells 1%); P.C.V., 74%. The red cells showed anisocytosis 
and an occasional polychromatic staining cell. One nucleated 
red cell per 100 leucocytes was observed. 

The standard Eagle test was negative. An electrocardio- 
gram showed: rate 150, normal sifius rhythm, heart vertical 
in position, and right ventricular dominance. On radiologi- 
cal examination the heart was much enlarged, with the toe 
considerably elevated. On screening, there was well-marked 
enlargement of the right ventricle. There was a fusion 
anomaly of the tenth and eleventh right ribs. The skull 
and spine were normal. Elongation of fingers was noted, — 
with the deformities of the second, third, and fourth right — 
and third left fingers. 

At this stage the case presented as one of supernumerary 
nipples, partial arachnodactyly, minor fusion anomaly of 
two ribs, and cyanotic congenital heart disease. The exact 
type of cardiac defect was discussed with the following 
differential diagnoses in mind: Fallot’s tetralogy, transposi- 
tion of the great vessels, common truncus arteriosus, and 
tricuspid atresia. The last-named was dismissed as a diag- 
nosis in view of the electrocardiographic finding of a right 
ventricular dominance and of the x-ray evidence of enlarge- 
ment of the right ventricle: in tricuspid atresia one finds 
a left ventricular enlargement with ieft dominance in the 
electrocardiograph.. 

The child remained cyanotic until she died on the sixteenth 
day of life. Throughout this period no murmurs were 
detected on frequent careful auscultation of the heart. 

At necropsy cyanosis was present. The accessory nipples 
were noted, as were also the long fingers. The palate was 
highly arched. The lungs, bronchi, and trachea were normal. 
The heart was enlarged, especially the right ventricle. A high 
ventricular septal defect was present over which the aorta 
was straddled. The aortic arch was right-sided. No evidence 
of a ductus arteriosus was found. An extreme degree of — 
pulmonary stenosis was present. The oesophagus, stomach, 
and intestines were normal, as were the liver, spleen, and 
pancreas. The renal system showed the presence of a typical 
horseshoe kidney. The brain was normal. The fusion of 
the tenth and eleventh right ribs was noted. 

The diagnosis was, therefore, one of multiple congenital 
defects : supernumerary nipples, partial arachnodactyly, 
Fallot’s tetralogy with a right-sided aortic arch, horseshoe 
kidney, and fusion of two ribs. 


COMMENT 


This case illustrates a combination of congenital anomalies, 
and particularly that of supernumerary nipples and . 
arachnodactyly with congenital heart disease, as mentioned 
by Paul Wood (1950) and Brown (1939). Here, i in addition, 
we have the kidney anomaly and the minor rib abnormality. 
The Fallot tetralogy is associated with a right aortic arch, 
which association occurs in about 20% of cases. 


My thanks are due to Dr. J. D. Allen, medical superintendent, 
for permission to publish this case; to Dr. P. Catzel for the 
photograph; to Dr. M. J. Meyer, X-ray Department, for radio- 
logical services; and to the obstetrical department, Baragwanath 
Hospital, for permission to use their case notes. IT am also — 
indebted to Dr. J. Higginson for the necropsy findings and to 
Dr. H. Hirsch for laboratory investigations. 


I. Kesset, M.B., M.R.C.P., D.C.H., 
of Paediatrics. 


W. leart Disease. Bale, London. 
P. ‘edical Journal, 2, 640. 
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BLOOD TRANSFUSION 


Blood Transfusion in Clinical Medicine. By P. P.L. piace, 
M.D., M.R.C.P. With foreword by Sir Alan rhe 
F.RS. (Pp. 456; £1 17s, 6d.) Oxfo: 
Blackwell Scientific Publications. 1951. 
Remarkable developments in immuno-haematology within 
the last ten years have made the terminology used by blood- 
group research workers almost unintelligible to the general 
clirfician and even to the clinical haematologist. Like the 
specialists in blood coagulation, those who devote their 
lives to a study of the blood groups talk a language of their 
own. This is probably inevitable in the face of such rapid 
expansion in so specialized a field, but the difficulty remains 
that much information which may be most useful to those 
engaged in clinical transfusion work tends to be lost in a 
wealth of academical detail which is of little practical im- 
portance and at times somewhat precious. ; 

This book indeed does a great deal to bridge the gap 
between the clinical and academic aspects of blood-group 
and transfusion work. But it is not easy reading. There 
is much rather selected documentation and a good deal of 
cumbersome cross-reference. From the clinical aspect some 
of the subject is out of balance, but the work as a whole 
deserves and richly rewards close study. 

The subjects first discussed include the survival of the 
different components of transfused blood, the estimation of 
blood volume, and the use of transfusion in haemorrhage, 
in anaemia, and in studying the life span of red cells. These 
chapters would be more helpful to the clinician if, in con- 
formity with the title, the emphasis had been on clinical 
problems rather than research methods. For example, the 
use of transfusion in “shock” deserves more than twenty 
lines (p. 74) together with a few pages (p. 67 ef seg.) on the 
role of haemorrhage in “ wound shock” ; both sections are 
all too brief and somewhat uncritical accounts of the work 
of others. Yet transfusion when intelligently practised and 
applied with the judgment which develops with experience 
is universally acknowledged to be one of the most life- 
saving clinical measures in treating the circulatory failure 
loosely called “shock” which is so common in times of 
war, in cases of injury, including crush injuries, and burns 
(dismissed in two and a half pages). 


references to some of the excellent clinical papers, rich in 
life-saving practical points, published by young civilian and 
Service transfusion officers who had extensive experience 
during the last war. Again, from the clinical point of view, 
the use of transfusion in the blood dyscrasias and in haemor- 
rhagic diseases is very superficially discussed: one looks 
in vain for a critical appraisement of the value: of trans- 
fusion, views about indications or contraindications, and 
practical advice about amount, speed of administration, 
frequency, and the merits of the different fluids available. 
One looks in vain also for some succinct and practical 
recommendations for the immediate and long-term treat- 
ment (not even indexed) of incompatibility to supplement 
the few paragraphs on the treatment of anuria which are 
submerged in the chapter on haemolytic transfusion 
reactions. 

In contrast, on the academic side, the book contains a 
most informative detailed discussion on the techniques and 
the uses of blood-volume determination, but this subject 
‘seems hardly to warrant 27 pages in a book which is 
devoted to clinical medicine and which has indeed so wide 
a general medical appeal. 

The chapters on blood groups, iso-antibodies, and group- 
ing techniques are excellent, for here the author is writing 
on a subject in which he is an acknowledged expert. It is 
noteworthy that the ABO system, believed to be under- 


Here indeed the 
author might well have spread the net wider to include - 


= 


stood fairly completely 20 vears ago, is now the one in the 
discussion of which the author is least happy. Transfusion 
reactions and their investigations are fully and competently 
discussed, while the last two chapters, devoted to problems 
in newborn infants, are invaluable and contain much in- 
formation not concisely available elsewhere. 
This book is strongly recommended to those who practise 
transfusion and wish to do so with a fuller understanding. 
; LIONEL WHITBY. 


SOVIET GENETICS 


Soviet Genetics. By Alan G. Morton, B.Sc 

15s.) London: Lawrence and Wishart. 1951. 
This book purports to present without prejudice the general 
theories of Soviet biology on which present-day Russian 
plant-breeding methods are based. For this purpose the 
author has delved afsiduously into a good deal of the Russian 
literature. The book, however, is an account of what the 
Russians claim, though there is practically nothing that we 
do not already know about this through the admirable 
summaries given in Plant Breeding Abstracts. If these 
claims are true, the methodology of workers in non-Soviet 
countries is out-moded and superseded, and modern genetics, 
which is by far the most quantitatively exact branch of 
biology, becomes a tale told by an idiot. 

There are strong reasons for rejecting some of the claims. 
One of the most fantastic is that made by Ter-Avanesjan 
about cotton hybrids. He chose as a mother plant a variety 
of American Upland cotton (Gossypium hirsutum) which 
had four recessive characters: green leaves, short internodes, 
spotless petals, and absence of yellow filaments. Two 
paternal forms were used ;, one was a hirsutum carrying 
dominant red leaf. The other was a barbadense carrying 
recessive green leaf, dominant long internodes, spotted 
petals, and yellow filaments. In the experiment the female 
flowers were first ‘pollinated by 10 pollen grains of red- 
leaf hirsutum, and then by a large quantity of barbadense 
pollen at intervals from 30 minutes to 4 hours after the 
first pollination. The three-hour series gave 28 plants, of 
which 8 showed dominant red leaf from hirsutum combined 
with dominant long internodes and yellow filaments from 
barbadense. The dominant petal spot of barbadense did 
not appear. This means that an egg cell was simultaneously 
fertilized by two pollen grains, each bearing different 
dominants. Mr. Morton concludes that this double-paternal 
fertilization necessitates a “ fundamental reconsideration of 
the nature of sexual fertilisation.” This would not be the 
view of any non-Communist botanist outside. the Soviet 
Union. 

The reviewer was the first to undertake this kind of 
experiment with cotton. It is a standard procedure for 
obtaining difficult interspecific hybrids. Between 1928 and 
1934 many thousands of mixed pellinations were made—a 
great many at the alleged critical 3-hour interval. The 
plants obtained were either hirsutum hybrids or barbadense 
hybrids, with no sign whatever of double paternal fertiliza- 
tion. 

The fact that self-fertilization leads to loss of vigour in 
many plants and that even in plants which are usually self- 
fertilized, such as wheat, varietal crossing of heterogeneous 
forms will result in increased yields is regarded by Soviet 
workers and evidently also by Mr. Morton as new and 
revolutionary. A vast body of information was available on 
this subject long before Lysenko came on the scene. We 
know now that some single genes can give heterosis in the 
heterozygous phase. What the Russians should do is to 
convert wheat into a cross-fertilizing plant, which would 
enable hybrid vigour to be exploited. 

It is clearly uneconomic—if such a word exists in Russian 
—for crossing of cereals to be done by hand on a large 
enough scale, though it was done with cotton in the West 
Indies as early as 1913. 

The serious reader who wishes~to know about Soviet 
genetics will have to engulf whole chunks of pure 
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Communist propaganda. All books by Russians or about 
Russians are exasperating, and this one is no exception to 
the rule. Russian genetics may be described as a mixture 
of the blatantly fraudulent, the naive, the nationalistic, the 


obvious, and perhaps in rare cases the interesting and novel. . 


The author is not-able to separate the ingredients of this 
“olla podrida.” 
S. C. HARLAND. 


SOVIET PSYCHIATRY 

Soviet By Joseph Wortis, M.D. 

£1 18s. London: Baillitre, Tindall and Cox. 1950. 
Soviet fete is dominated by the figure of Pavlov. 
In the terms of Pavlovian physiology the neuroses are 
intelligibly described as disturbances of cortical function 
produced by the breakdown of conditioned reflexes under 
excessive or conflicting stimuli. This mode of approach 
has found a number of followers in Britain, and proved 
especially useful in the clinical analysis and treatment of 


the acute neurotic reactions of wartime. Pavlovian con-— 


cepts are, however, also applied in Russia to the endogenous 
psychoses. Schizophrenia, for instance, is regarded as a 
depression or inhibition of cortical function with the partial 
escape of lower centres from the control of the upper ones, 
with consequent development of such symptoms as stereo- 
typies. Together with the physiological approach, Soviet 
psychiatry also favours psychotherapy in the form of 
persuasion, re-education, and social therapy. Neurotic 
symptoms may be due to a conflict between the ideas 
implanted in the course of .a faulty (e.g., insufficiently 
Communist) education and the demands of society in the 
Communist world. Treatment therefore will be along those 
lines. Russia was one of the first countries to take up with 
energy the insulin treatment of schizophrenia, but it also 
encourages the pedagogic treatment of nervous symptoms 
in re-educative therapies. Freud and the unconscious are 
almost totally disregarded, and, though Freud himself is 
not without honour, psycho-analysis is obsolete. The treat- 
ment of the neurotic child is almost exclusively along 
pedagogic lines and in the hands of teachers ; emphasis is 
even more on prevention and the treatment of causes than 
on sick individuals. 

Dr. Wortis is to be congratulated on having provided a 
very useful summary of psychiatric development in Russia. 
His task was not easy, for he had to rely exclusively on 
publications. No personal visit to Russian centres of teach- 
ing and research was possible. The total impression one 
gains is that Russia has made enormous advances in the 
provision of adequate medical services since Czarist days, 
that the clinical practice of psychiatry and the organization 
of treatment are of a sound standard, but that little new 
work is being done along research lines. Original thought, 
in psychiatry as elsewhere, has to be along the lines laid 
down by dialectical materialism. 

EvioT SLATER. 


E.N.T. FOR GENERAL PRACTITIONERS 


Ear, Nose, and Throat Diseases for the General Practitioner. 

By William McKenzie, M.B., B.Chir., F.R.C.S. (Pp. pes 

2 plates and 9 diagrams 9s.) Edinburgh and London 

E. and S. Livingstone Ltd. 1952. 
In my opinion this is the most useful little book on oto- 
laryngology strictly for the general practitioner that has 
ever been published. I may be prejudiced in its favour— 
for the author, in his preface, attributes its origin to a 
remark I once made to him—but I do not think I am. It is 
intended for doctors whose otolaryngological equipment 


consists of a tongue depressor, a torch, and an auriscope, - 


and rightly avoids elaborate descriptions of views in the 
laryngeal or post-nasal mirror. The author points out that 
a careful history combined with a general examination may 
often prove as informative as any specialist’s report, and 
makes a plea for more help in the doctor’s letter about the 
background of the patient he refers to the specialist—how 


the patient lives and whether he is happy may well decide the 
whole course of treatment. 

The book is full of vivid and illuminating descriptions 
of cases, and the author is downright and opinionated in 
the advice he gives, so that no practitioner will be in any 


doubt about what he ought to do in these frequently trouble- 


some conditions. That is not to say that every otolaryngo- 
logist will agree with all his opinions. For example, trans- 
illumination of the nasal sinuses is more handy-for the practi- 
tioner than radiography (which the author much prefers) and 
very nearly as accurate. Some prefer a comparatively blunt 


’ nasal or sinus forceps to the very sharp von Graefe knife, 


which the author favours for opening a quinsy. It was 
much less than “a century ago” that two or three cases of 
tuberculous laryngitis were to be seen at every throat clinic. 
The author is perhaps over-optimistic about the results of: 
the fenestration operation. I am not convinced about the 
value of audiographs in a handbook for the general practi- 
tioner, though the author points out that for some years 
he has always included a copy of the audiograph in his 
report to the doctor of a deaf patient, and perhaps the 
general practitioner ought to get accustomed to understand- 
ing them. And the only excuse for the two plates is that 
they include photographs of a very pretty R.A.F. nurse. 
Mr. McKenzie is very sound and conservative in his discus- 
sion of the tonsils-and-adenoids problem, and comes to the 
conclusion that, in spite of the many criticisms of the opera- 
tive treatment of them, more children need tonsillectomy 
than get it. There are excellent accounts of allergic rhinitis 
and of nasal sinusitis, sensible reviews of acute otitis media, 
mastoiditis, chronic middle-ear suppuration, and of vertigo 
and Méniére’s disease, and a sound chapter on malignant 
disease of the nose and throat. The fifteen chapters end 
with a useful one on prescriptions and a rather brief index. 
At the price of nine shillings this handbook, which is really 
suitable for the pocket, is the best value for the general 
practitioner’s money that has been seen since the war. 


R. Scotr STEVENSON. 


DOCTORS’ ANTHOLOGY 


Doctors By Thengee. An Anthology compiled Edward 
F. Griffith, M.R.C.S., L.R.C.P. -Foreword by Lord Horder. 
a3 614 ; illustrated. £1 1s.) London: and Co. 


An anthology is a bouquet of the flowers of literature 
united by some common pattern or joined together by some- 
thing which makes the posy a harmonious whole. In this 
book, as the title suggests; unity is provided by the fact that 
all the contributions come from the pens of medical men, 
or at least from medical sources. Dr. Griffith has made 
an interesting and varied collection of extracts calculated 
to please both doctors and laymen. He has spread his net 
wide and gathered wit and wisdom from ancient and modern, 
from old and young, from grave and gay, and the thoughts 
are expressed both in prose and poetry. The book is 


' divided into five sections dealing respectively with the 


doctor’s work, his amusements, his troubles, and his views 
on life and philosophy. Limiting the anthology to the 
writings of medical men excludes such interesting material 
about medical matters as one finds in The Anatomy of 
Melancholy, and in some places second-hand relations of 
good stories have for the same reason been substituted for 
original sources, yet here is plenty of good material to 
satisfy anyone but a carping critic. It is indeed just the 
book to have at one’s bedside to be dipped into as a prelude 
to sleep or as a solace for the waking hours. 

The value of the book is-enhanced by the many photo- 
graphs of distingwished authors and the thumb-nail bio- 
graphies of several hundred contributors, In addition, the 
list of sources will be useful to those who wish to consult 
the originals of the various extracts. We can recommend 
this as a delightful book, which incidentally has an entirely 
appropriate epilogue. If there be one extract which we think 
will sae every doctor it is that numbered 801. 


V. ZacHaRY Cope. 
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BRITISH MEDICAL JOURNAL 
LONDON 
SATURDAY MARCH 1 1952 


NOTIFICATION OF DISEASE 
, Seventy years ago opposition to the notification of 
infectious disease centred round the objection of 
medical men to any form of compulsion and the 
fear that it would lead to a destruction of confidence 
between doctor and patient. No one questioned the 
benefits, but the alternative, voluntary notification, 
was already falling into discredit. The medical officer 
of health for Birmingham complained that : 


Instead of the medical man reporting every case of 
preventable disease, he reports only such as he chooses ; 


he will report for instance the case of a domestic servant ~ 


whose presence in a large and respectable family is con- 
sidered objectionable, and whose removal is therefore 
desired, and she is removed to the hospital accordingly, 
but the next case he may for special but insufficient 
reasons decline to notify.’ 

The social conditions thereby revealed have gone, 
together with the fear of an inquisition by the M.O.H., 
who no longer has to defend himself by saying, 
“To assume that, the moment a medical practitioner 
becomes a medical officer of health, he forgets pro- 
fessional obligations and loses the instincts of a 
gentleman . . . is not only absurd but opposed to 
experience.”* The objection to publishing the secrets 
of the sick-room was met by placing the obligation to 
notify on the head of the family, the nearest relative, 
or any person in attendance on the patient. There it 
remains, although it is exceptional to-day for anyone 
other than the medical practitioner to notify. 

In the intervening years compulsory notification has 
extended to include many, but not all, transmissible 
diseases. Some are notifiable under the Public Health 
Act of 1936. Others—for example, measles, whoop- 
ing-cough, ophthalmia neonatorum, and puerperal 
pyrexia—are notifiable under regulation. A local 
authority may, with the consent of the Ministry of 
Health, make a disease locally notifiable by resolu- 
tion. Since 1944 the accuracy of the statistics of 
notifiable disease has been increased by taking into 
account subsequent amendments of diagnosis, but it 
is clear that the extent of notification is variable. 
Thus Percy Stocks? estimated that notifications after 
correction of diagnosis provide a sufficiently accurate 


1 ., Trans. Soc. med. Offr Hith, 1883-4, 186. 


picture of acute poliomyelitis, meningococcal mening- 
itis, and diphtheria, but measles is only about two- 
thirds notified, whooping-cough between a quarter 
and a fifth, respiratory tuberculosis about nine-tenths, 
and pneumonia from a third to a quarter of all ages 
but varying greatly with age. 

While the ethical objections were being met and the 
legal and administrative framework for compulsory 
notification established, the methods of prevention, 
diagnosis, and treatment were already beginning to 
change. So also were the social habits of the people, 
and the conditions which notification was intended 
to meet have undergone radical alteration. There 
can be few doctors now who hurry from the case of 


erysipelas to the delivery-room. For that matter the 


incidence of both erysipelas and domiciliary confine- 
ment has greatly declined. Ophthalmia neona- 
torum and' puerperal pyrexia are to-day the mere 
shadows of their former selves, cerebrospinal fever — 
quietly changed its name in 1949 (by regulation) to 
meningococcal infection, and encephalitis lethargica 
has disappeared unmourned into the hold-all of acute 
encephalitis. Diphtheria has become such a rare 
disease that an epidemic of 37 cases, with four deaths, 
is sufficiently unusual to warrant special mention in 
the annual report of the Ministry of Health. The 
popular fear of the isolation hospital and its ambu- 
lance has gone, and the practitioner must now be pre- 
pared to advise on such matters as the merits of com- 
bined immunization against whooping-cough, diph- 
theria, and tetanus, and the advisability or other- 
wise of embarking on this during the poliomyelitis 
“ season.” Similarly the requirements of the commu- 
nity have changed. Knowledge of the presence of 
infectious disease is no longer a matter of concern 
only to the local sanitary district but is linked on the 
one hand with international health and on the other 
with records of morbidity. 

The truth is that the notification of infectious 
disease is not the simple question it used to be. If 
its main purpose is to protect the community its value 
in its present form is doubtful. The clinician, for 
example, with his interest in speedy diagnosis and 


efficient treatment, can see little point in notifying a_ ce 


disease such as scarlet fever of whose existence as an 
entity he is sceptical. The medical officer of health, 
shorn of clinical responsibility for the very conditions 
which brought him into being, may resignedly play 
the part of postman, although he knows that many 
returns are incomplete. The laboratory worker, on 
whose shoulders rest more and more the burdens. 
of diagnosis, has no responsibility to notify. The 
research worker seeking accurate information devises 


_his own machinery for obtaining this. Meanwhile, 
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questions of vital importance-to the community go 
unanswered. How real, for example, is the relation- 
ship between “ scarlet fever” and rheumatic fever ? 
How should food-poisoning be defined? Should 
cancer be made notifiable? Indeed, many more 
questions can legitimately be asked now than was 
the case wheu notification was the subject of con- 
troversy 70 years ago. 

We need to inquire again which diseases should be 
notifiable and for what purpose. It is also necessary 
to ask who should notify and to whom. It was pointed 
out recently that the guiding principle in collecting 
morbidity records must not be whether it would be 
interesting to have them but whether they can confi- 
dently be expected to furnish knowledge which will 
repay the labour of their collection.” So it is with the 
notification of infectious disease. To be of value it 
must be accurate, speedy, and complete. Partial infor- 
mation may not only be misleading but may endanger. 
the public health. 


| 


PHYSIOLOGY OF SLEEP 


In the opening pages of the Journal this week Drs. 
J. W. Lovett Doust and R. A. Schneider describe how 
with the aid of an ingenious adaptation of a photo- 
electric cell they were able to make continuous record- 
ings of the oxygen saturation of the blood during 
some hours of sleep and during the time before fall- 
ing asleep and after waking up. Twenty-two periods 
of observation were studied in seven normal subjects. 
On each occasion an observer was present all night 
to record changes in respiration and muscular move- 
ments, as well as the occurrence of any noises which 


might affect the depth of sleep. The authors describe 


seven planes of sleep, of which the 5th, 6th, and 7th 
are the same, physiologically, as the 3rd, 2nd, and Ist. 
In the first plane, or stage, the subject is awake, in 
the second dropping off, in the third he is lightly, 
and in the fourth deeply, asleep. Arterial oxygen 
saturation was at 96% in the first, 91% in the second, 
90% in the third, and between 87 and 88% in the 
fourth plane. The fact that there is such a large 


‘drop between the stages of wakefulness and sleepi- 


ness, with such a relatively trifling one at the later 
stages, is notable. The levels at which variation in 
oxygen tension is associated with critical changes in 
the level of consciousness make a relatively narrow 
band. 

One feature of the experiments which makes the 
interpretation of results a little difficult is that each 
subject was standardized individually. The 100% 
level of oxygen saturation was taken to be that which 


was reached after inhalation of pure oxygen until 
stable readings were obtained. The absolute oxygen - 
tension in the arterial blood may have varied a good 
deal from subject to subject. Furthermore, it is not 
possible, at least from these experiments alone, to 
distinguish between cause and effect. We cannot say, 
for instance, that normal sleep is brought about by 
reduction of the oxygen saturation ; as the authors 
emphasize, all that is apparent is that there is a close 
relation between the two. 

Interesting but speculative parallels were -drawn 
between sleep and various forms of mental abnor- 
mality. The neurotic patient is often unable to get 
off to sleep. This may be partly because his emo- 
tional tension is reflected in the state of muscular 
tonus, and he cannot sleep because his nervous sys- 
tem is bombarded by sensory stimuli from the muscles. 
A later paper is promised which will show that 
“the oxygen saturation levels of the constitutional 
schizophrenic are those of the dreamer,” and this will 
not be the first attempt to make comparisons between 
the psychological and somatic state of the schizo- 
phrenic and that of normal sleep. It is, however, easy 
to bound too far ahead of the known facts in specu- 
lation of this kind. As Drs. Lovett Doust and | 
Schneider remark in their article; the physiology 
of sleep has been studied inadequately for the 
interest it merits; and there have been no exact 
physiological studies at all on sleep in mentally 
abnormal individuals. Quite specific variations are 
met with clinically. The anxious or obsessional 
neurotic, who is troubled by painful ruminations, 
often has great difficulty in getting off to sleep, but 
once asleep may sleep well. On the other hand, the 
most typical abnormality of sleep shown by the endo- 
genous depressive is that of early morning waking 
after dropping off to sleep in a normal way at a 
normal time. Yet some endogenous depressives, with 
regular recurrent phases of depression, are abnor- 
mally sleepy during each successive phase and sleep 


‘for the better part of the 24 hours for days and even 


weeks on end. 

The sleeping patterns of the schizophrenic show, 
clinically, every kind of variation. It may be that in 
his waking hours the saturation of oxygen in his blood 
is relatively low; but his state of awareness is not 
at all like that of a dreamer or a man in reverie. What 
one does observe is thought processes which appear 
to be in every way as lucid and alert as those of the 
normal, but which are interrupted by mental pheno- - 
mena of sudden incidence and pathological nature,. 
such as an abruptly experienced hallucination or a 
break in the logical order of thought. If there is a 
resemblance between the disorder of consciousness 
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of the schizophrenic and that of any other state, then 
it is closest between the schizophrenic condition and 
that of the epileptic having attacks of petit mal. 

Of all mentally abnormal states the one most like 
that of the dreamer is the acute toxic or confusional 
psychosis. The somewhat drunken condition of the 
man waking from sleep is persisted in throughout the 
24 hours in these patients. All his dc.’ is very like a 
dream, and the illusions or hallucinations, the diffi- 
culties of perception and judgment, the sluggishness 
of thought are like those to which we are all liable 


-in_ a hypnagegic state. The delirious patient also 
_ Shows his specific disturbance of the sleep rhythm— 


he can neither fall off into a deep and restful sleep, 
nor can he entirely wake up. It is to be hoped that 
Drs. Lovett Doust and Schneider will pursue their 
studies on the physiology of sleep into the psycho- 
pathological realm. 


ANAEMIA IN PREGNANCY 


The hypochromic microcytic anaemia so frequently 
noted during pregnancy has usually been present before 
the pregnancy began, and arises from the patient’s pre- 
vious state of health, diet, earlier pregnancies, and 
severity of menstrual loss. This anaemia is both pre- 
ventable and treatable, and shows a good response to 
adequate oral or intravenous iron. 

But an even commoner anaemia in pregnancy is the 
normocytic anaemia associated with increased total 
blood and plasma volumes (up to 23%), a lesser increase 
in haemoglobin and red cells, but an unchanged mean 
corpuscular haemoglobin concentration. It begins after 
the eighth week and increases progressively until after 
the sixth month ; in the puerperium all the values rapidly 
return to normal in 7-14 days, although the haemoglobin 
may be delayed. 

This “ physiological ” anaemia of pregnancy is looked 
upon by some as without pathological significance, a 
normal dilution of the blood through increased plasma. 
Others, however, do ‘not accept this view, particularly 
since adequate oral or intravenous iron will in most 
cases relieve the anaemia. All agree that a further fall 
of.the haemoglobin to less than 10 g. acl 100 ml. is 
of more serious import. 

Writing in last week’s British Medical Seuriak Drs. 
Nancy Benstead and G. W. Theobald’ reported that 
in a group of 2,000 pregnancies 6.5% of the women had 
severe anaemia by the sixteenth week, before there was 
much demonstrable haemodilution, while 60% had 
haemoglobin values below 12 g. per 100 ml. 

Taking similar groups of patients, they confirmed 


1 British Medical Journal, 1952, 1, 407. 
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7 Lancet, 1952, 1, 4 

8 Walker, A. R. P., \Sritish 1951, 1, 819. 
Arvidsson, U. B., Nature,-Lond. .” 1950, 166, 438. 


that the iron-deficiency anaemias responded, as is 
already well known, to iron therapy, while similar 
daily oral treatment over a period of eight weeks frorn. 
the twenty-fourth week completely relieved the so-called 
“ physiological” anaemia in a comparable group of 
patients. Further, continued administration of iron 
throughout pregnancy maintained the blood values at 
normal non-pregnant levels; the addition of molyb- 
denum as a supplement to iron did not offer any advan- 
tage in relieving these anaemic patients. The satisfac- 


tory treatment of these iron-deficiency anaemias is not 


always possible by mouth, for some patients do not 
tolerate oral iron, fail to take the tablets, or else because 
of various gastro-intestinal conditions the iron prepara- 
tion may not be absorbed. Consequently the intravenous 
administration of saccharated iron? * is a most valuable 
therapeutic advance in the treatment of iron-deficiency 
anaemias. 

The difficulty of assessing iron deficiency in anaemia 
of pregnancy by ordinary haematological methods was 
discussed earlier by Klopper and Ventura.* They showed 
that, in true iron-deficiency conditions, besides a reduc- 
tion in the mean cell-haemoglobin content there is a 
characteristic pattern of changes, including a fall in the 
serum iron, a considerable increase in the iron-binding 
capacity of the serum proteins, and a rise in the level 
of the serum copper, while the erythrocyte free proto- 
porphyrin is also raised. These are different from the 
findings in the ordinary normocytic anaemia of preg- 
nancy. During a study of iron metabolism in these 
patients they found it necessary to give increased 
amounts of iron intravenously, and considered that in 
addition to each 24.5 mg. of iron ordinarily required 
to raise the haemoglobin value by 1% in a non-pregnant 
woman a further 12.5 mg. was needed to meet the 
demands of the foetus; but it must not be forgotten 
that in.the non-pregnant anaemic woman it is usual 
to give a 50% increase on the calculated 24.5 mg. in 
order to replenish the iron reserves of the body. 

In tropical countries, particularly India and Africa, 
severe anaemias of pregnancy are often macrocytic in 
type, much more commonly so than in temperate 
climates. Foy and. others’ described four varieties 
of anaemia in Africans. One group was formed by 
the hypochromic microcytic anaemias with normoblastic 
marrows, resulting from simple iron deficiency or para- 
sitic infestations. These patients usually respond well _ 
to adequate iron or to the elimination of the worms. 
The other three groups included normochromic normo- 
cytic anaemias with or without megaloblastic marrows 
or giant stab cells, or macrocytic anaemia with megalo- 
blastic marrows and achlorhydria; all of these latter 
groups respond to liver extracts, folic acid, or “ mar- 
mite.” The megaloblastic, macrocytic anaemias of preg- 
nancy seen in Britain respond to folic acid, but in 
contrast rarely to crude liver extracts, and never to 
vitamin B,,. 

Woodruff* adds a further group of pregnancy 
anaemias observed in Nigerians going into premature 
labour, taking a protein-deficient diet and showing 
enlarged liver and spleen, evidence of liver damage, 
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and usually a macronormoblastic marrow. The 
anaemia becomes more severe towards the end of 
the pregnancy, remaining refractory to ordinary anti- 
anaemic treatment, and usually remits spontaneously 
after parturition. This anaemia, which may show some 
evidence of haemolysis, is associated with increased 
diameter and thickness of the red cells and resembles 
the anaemia of malignant malnutrition or kwashiorkor. 
The frequency of microcytic hypochromic anaemia in 
Africa is again emphasized by Foy and Kondi,’ who. 
indicate that failure of iron absorption or its utilization, 
blood loss, and the presence of parasites are very impor- 
tant factors to be considered in diagnosis. This is 
especially so among natives in South Africa, where it 
may be quite difficult to find iron-deficient diets.* * 


PHOTOSENSITIVITY AND PORPHYRINS 
Photosensitivity is an occasional well-known reaction to 
treatment with sulphonamides, and a number of’ other 
drugs may call forth urticarial reactions which at least 
appear to be aggravated by sunlight. Writing in last 
week’s issue Drs. Frankis Evans and J. Gould incrimin- 
ate thiopentone. It is natural to recall the photodynamic 
property of the porphyrins and to consider whether or 
not these pigments may play a part in all such reactions. 
Rimington and Hemmings! were able to show that the 
sulphonamides caused a raised urinary coproporphyrin 
excretion, but the interpretation of this finding was diffi- 
cult. The extra coproporphyrin might have come 
merely from the enhanced erythropoiesis replacing red 
cells lost through the haemolytic action of the sulphon- 
amide. In rats treated with sulphonamide Legge? was 
unable to find any change in the coproporphyrin of the 
urine, and the differing roomie were ascribed to differ- 
ences in diet. 

The photosensitivity seen in has been 
attributed to porphyrin sensitization, without any sup- 
porting evidence such as determination of the light 
wavelengths involved, but non-alcoholic pellagra docs 
not show any change in urinary porphyrin.’ It is only 
when alcoholism accompanies the deficiency that copro- 


porphyrinuria is. found. ‘Some years ago, Gillman, 


Gillman, and Brenner* reported that liver biopsy of 
pellagrins revealed a transitory stage in the disease, in 
which, prior to the deposition of cytosiderin, an intense 
porphyrin fluorescence was present in the liver cells. 
They postulated that this was occasioned by the disrup- 
tion of an intracellular iron-porphyrin complex. By 
exposing to ultra-violet light patients who had passed 
through this stage, they were able to demonstrate the 
reappearance of porphyrin fluorescence in the hepatic 
cells, although there was no change in the skin lesions 
or other symptoms of the patients. The South African 
authors emphasize that massive porphyrin accumulation 
may occur in the liver without detectable increase in 
the level of porphyrin in the urine. More recently, 
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Grinstein, Wikoff, de Mello, and Watson® have observed 
that ultra-violet irradiation of rabbits poisoned with 


lead greatly increases their already severe coproper- 


phyrinuria, 
The mechanism of these effects is not understood. 


Metabolic deficiencies may possibly condition the 
‘response of any tissue to a toxic substance, and in 


certain circumstances it may cause the liberation of 
photo-active agents, such as porphyrins from intra- 
cellular haems, which sensitize the tissues to the action 
of light. Alternatively, the foreign toxin may be 
changed in the body into a fluorescent derivative, itself 
capable of acting as a photosensitizer. Phenothiazine 
administered as an anthelmintic to calves is converted 
to the photo-active phenothiazine sulphoxide* ’ * and is 
therefore liable to cause photosensitization. But it 
hardly ever has this ill effect in sheep, in which the 
chemical transformation takes place only to a negligible 
extent. 

A careful determination in any patient of the particu- 
lar wavelengths of light to which the skin is sensitive 
will often help in identifying the photosensitizer ulti- 
mately responsible by indicating its absorption spectrum. 
Such a spettral survey is always desirable in an investi- 
gation of obscure photosensitive states. 


EPIDEMIC HAEMORRHAGIC DISEASE IN 
KOREA 

In the past three months some prominence has been 
given in the lay press to accounts of a new disease which 
has attacked troops of the United Nations Forces in 
Korea. The disease is called epidemic haemorrhagic 
fever or “ Songo fever,” from the Songo district in Man- 
churia, where it first attracted Japanese attention in 1939. 
It has also been called “Kokka disease,” “Korin 
fever,” and “ Nidoko disease,” from the names of places 
where some of the earlier outbreaks occurred. Some 
investigations were carried out by the Japanese during 
the second world war and have been reported in 
Japanese medical literature. 

It is generally thought to be a virus disease which is 
probably transmitted to man by the mite Laelaps jett- 
mari Vitzthum. The host of the mite and the probable 
reservoir of the virus is a field-mouse Apodemus 
agrarius. The disease in man is characterized by fever, 


myalgia, albuminuria, and a petechial rash. In the more 


severe cases there may be haemoptysis, haematemésis, 
haematuria, and melaena. The fever usually lasts about 
seven days, and in a favourable case there may be com- 
plete recovery within 14 days of the onset. In other 


cases a low-grade fever, palpitation, insomnia, and _. 


anorexia may persist for some weeks. The fatality rate 
in Japanese cases was about 13%. The condition is 
seasonal in incidence and occurs most frequently in May 
and June, and October and November. The treatment 
is symptomatic, and it is reported that antibiotics and 
sulphonamides have been ineffective. _ 

It will be observed that the epidemiology of this 
disease closely resembles that of scrub typhus, although 
the clinical features present considerable differences. 
The preventive measures are similar to those for scrub 
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typhus. Long trousers are worn, impregnated by a miti- 
cidal agent. As far as possible troops avoid sites where 
rodents and mites are to be expected, and intensive 
measures for the control of rodents are put into opera- 
tion. These include bulldozing, scraping and burning, 
and the application of miticidal agents. 

The most recent information is that some 60 suspected 
cases of the disease have occurred in troops of the 
Commonwealth Division. The mortality has been less 
than 10%. The United States Army medical authorities 
in Korea are carrying out intensive research on this 
disease, and have claimed that transfusions of blood 
from corfvalescent patients shorten its duration. 


VARIOLA MINOR 


Since 1934 this country has enjoyed a relative freedom 
from both varieties of smallpox. Such a statement may 
seem an exaggeration to those involved in the out- 
breaks of the major variety of the disease which have 
occurred in the last few years. Nevertheless these have 
all been introduced from without, and, although the 
outbreaks were a legitimate cause of national concern, 
the energetic measures of public health departments have 
rapidly subjected each incursion. The news that a focus 
of variola minor may have been detected in south-east 
Lancashire (see p. 498) is disquieting, mainly for two 
reasons—first, because the mild nature of the illness 
which this type of variola causes means that cases are 
easily missed or accepted as unusual forms of chicken- 
pox ; and, secondly, because the low vaccinal state of 
the- population might well provide the soil in which the 
disease could again become endemic, as it was during 
1928 to 1934. 

In such circumstances awareness of the infection and 
its early recognition constitute the best means of control. 
What advice can be offered to the general practitioner 
who may be faced with such cases? Obviously con- 
fusion with chickenpox is the likeliest error, and in this 
connexion two broad generalizations may be made. It 
should be remembered, first of all, that in chickenpox 
the rash tends to dominate the clinical picture from the 
onset. Very few-cases show much in the way of a 
prodromal illness, and in the few where it is present the 
symptoms are not severe and the duration is short. Then 
again it may be stated that it is most unusual for the 
rash of chickenpox to show a preference for the extremi- 
ties. The patient should lie in bed with arms and legs 
extended and without covering : the rash will be seen 
to diminish in quantity as the eye moves out from the 
centre of the body. On the other hand, when the rash 
is most prolific on forehead, arms, and legs ; when there 
is more rash on the lower half of the limb than on the 
upper ; and when the palms and soles are involved ina 
rash which is otherwise sparse, then smallpox is possible 
and expert advice must be sought. In other words, 
variola minor shows most of the characteristics (apart 
from severity) of variola major—namely, a rather 
marked prodromal illness which may suggest severe 
influenza or pneumonia and may last for two to four 
days, a rash which has a centrifugal character, and 
individual elements which, though they are smaller and 


less regular in shape and size than in major smallpox, 
progress rather slowly from stage to stage. Cropping, 
characteristic of chickenpox, is unusual. 

Such dogmatic géneralizations make it all sound very 
easy. Unfortunately many cases make even the expert 
shake his head, and it is well to emphasize that in such 
cases judgment must not rest on an assertion of clinical 
opinion. Perhaps in no other field can the virus labora- 
tory give such rapid and reliable advice as in the 


diagnosis of smallpox. An attempt at virus isolation 


must now constitute an essential step in the investiga- 
tion of every doubtful case. 
Certain other questions will naturally bé. asked. Does 


vaccination against smallpox afford complete protec- 


tion ? Successful vaccination affords immunity against 
both variola major and minor ; but the important word 
is “successful.” The so-called “immune” reaction 
must not be relied upon, and, when smallpox is about, 
should demand revaccination with freshly prepared 
Ivmph on to a new skin site. Can variola minor produce 
tue major variety? Up to the present time no differ- 
ence between the two viruses has been demonstrated, 
yet every piece of evidence supports the view that the 
diseases breed true. Lastly, are there any new methods 
of treatment? So far as the virus stage of the infec- 
tion is concerned—and this covers the prodromal period 
and the outcrop of the rash—there is no specific treat- 
ment. Anderson and his colleagues have shown that in 
the major form of the disease early administration of 
the new antibiotics will not save the life of the patient 
who is severely infected by virus, but will limit secondary 
bacterial infection and promote rapid healing of the 
lesions in those who escape the worst form of the 


' disease. Chemotherapy has therefore a definite place 


in variola minor. It should be appreciated that the type 
of bacterial secondary infection may well vary from 
patient to patient and from place to place, so that 
bacteriological examination of the pustular material is 
desirable. For general purposes the newer antibiotics 
would seem best because of their wide range of activity. 


NEW TREATMENT FOR TUBERCULOSIS ? 


Last week-end a series of press conferences in New York — 
gave the first news of three new drugs which are claimed 


to be extremely effective against tuberculosis. They are 


close relatives of nicotinamide, the anti-pellagra vitamin, 
and their antibacterial activity has presumably been dis- 
covered by following out the well-known theory of 
Fildes and Woods that vitamin-like chemicals are likely 
to interfere with the normal metabolism of the 
vitamins needed by bacteria for growth : thus sulphanil- 
amide competes with and displaces the vitamin p-amino- 
benzoic acid and inhibits bacterial growth. 

The new drugs are said to be isonicotinic acid hydra- 
zine (the most active), its glucosyl derivative, and 1-iso- 
nicotinyl-2-isopropyl hydrazine, which have been pre- 
pared in the laboratories of Squibb and Hoffmann La 
Roche. Both these firms, the National Tuberculosis 
Association, and the Néw York.Commissioner of Hos- 
pitals have given iriterviews to report the effects of the 
drugs on the 190 patients so far treated. These, 
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as reported at length in the New York Times of 


February 22 and 23, are our sole scurce of information 
so far, and no details have yet been given to any medical 
conference or medical journal. 

The tuberculous patients, at Sea View Hospital on 


_ Staten Island, were selected. because they had not re- 
. sponded to streptomycin or p-aminosalicylic acid, and 


were given the new drugs by mouth, after tests on 
experimental tuberculosis in mice and guinea-pigs had 
proved promising. The effects were said to be spectacular. 
Within a week the patients, “all of whom were emaci- 
ated and had been refusing food, developed ravenous 
appetites. One ate as many as 11 eggs for. breakfast. 
A female patient who had declined from 185 Ib. to 97 lb. 
regained 84 Ib. in nine weeks. Another gained as much 
as 95 Ib. in a similar period.” Many also had tempera- 


_ tures ranging from 100° F. (37.5° C.) to 105° F..(41° C.), 


which.fell to normal after two or three weeks of treat- 
ment. Improvement was shown not only in pulmonary 
tuberculosis but in disease of the larynx and intestine. 

Full case histories and proper clinical reports with 
controls will be awaited with much interest. Much 
longer experience of treatment will also be needed be- 
fore any true estimate of the value of the new drugs can 
be made. The drugs are not yet commercially available, 
and in the meanwhile we can only watch with cautious 
enthusiasm for further news. 


UNIVERSITIES AND MONEY 
It was cheering to learn on February 21 that at this 
time of financial crisis the Chancellor of the Exchequer 
has been able to find more money for the universities. 
This year, which is the last of the old grant, they 
will have rather less than £17m. between them. 
Under the new proposals they will get £20m. next 
year, and increases each following year to £25m. in 
1956-7, which, with increasing costs, should mean that 
they will just about be able to maintain their present 
activities. This is satisfactory, since the last five years 
have seen an enormous expansion in higher education, 
and it is doubtful whether the general facilities require 
much further increase. The University Grants Com- 
mittee’s interim report on the years 1947-51, just issued 
as a White Paper, notes in its introduction that during 
these five years £17m. worth of new buildings have 
been completed, while the student population has 
increased by 70% and the full-time university staffs 
from 5,561 to 8,490. It comments that no further in- 
crease in numbers of students can be expected in the 
immediate future without reducing university standards. 
The next step in fact is one of consolidation, in particular 
of making sure that students are studying the right sub- 
jects. It will be unfortunate if arts graduates, for 
example, are produced in numbers far in excess of the 
suitable jobs .awaiting them, leading to unemployment 


_and discontent, while the number of dental students 


remains well below the level required by the Health 
Service. The Committee points out that there used to 
be an average of 350 new dentists a year before the war, 

1 University Devel : Interim Report on the Years 1947 to 1951. 
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and although this figure is now about 600 a year the 


‘Teviot Committee recommended 900, and there is clearly 


need for further expansion. As one contribution to- 
wards this expansion, the provision of more teaching 
staff, the Nuffield Foundation has started an interesting 
scheme of scholarships and fellowships to induce medical 
graduates to change over to teaching and research in 
dentistry, which has been relatively neglected. An 
advertisement giving details of the openings of this kind 
appeared recently in our columns.” 

Although in accordance with the views of the Good- . 
enough Committee there has been no increase in the 
number of medical students in the past quinquennium, | 
the report has some interesting facts on the quantitative 
growth of. medical education. Last year the medical 
schools received nearly £3m. of public money, of 
which the British Postgraduate Medical School in 
London took over £400,000. Fifty-five new full-time 
clinical professorships have been created (three for the 
Postgraduate School), and the full-time academic staffs 
of nearly all the medical schools have increased. At- 
Guy’s, for instance, the staff has grown from 34 in 1946 
to 100 last year, at Bart’s from 20 to 50, at the Middlesex 
from 51 to 74. 


THE ROSS INSTITUTE INDUSTRIAL ADVISORY 
COMMITTEE 


The Ross Institute Industrial Advisory Committee was 
formed in 1928 “ to keep Industry in touch with Science, 
to make the Tropics healthy, and to expand the markets 
of the world.” It includes representatives .of tea, 
rubber, sisal, sugar, mining, and oil interests in all parts 
of the world. They met on February 21 to hear 
Professor George Macdonald report the Institute’s 
recent work both in the field—it has field branches in 
India, Pakistan, and Ceylon, and a new mobile labora- 
tory in East Africa—and in London, where it is respon- 
sible for the teaching of tropical hygiene at the London 
School of Hygiene and Tropical Medicine. 

In particular, Professor Macdonald discussed the 
socio-medical aspects of labour problems in the Gold - 
Coast mines. Some 200,000 people move annually 
between the relatively healthy but infertile territories of 
the north and the humid and unhealthy forest belt of 
the south, where they work on the cocoa farms or in 
the mines ; the prosperity of the colony as a whole is 
dependent on this migration. The journey of at least 
350 miles on foot or by expensive lorry to the labour- 
sorting town of Kumasi is bad, and many arrive in 
undernourished condition, approaching exhaustion. 
It is not surprising that tuberculosis is common: 
B.C.G. vaccination appears to be a partial solution, but 
it would need to be part of a Government plan to 
alleviate the conditions of travel and ensure adequate 
food from source to destination. Among mine employees 
there is a core of permanent workers who sh be 
singled out for special observation and protection 
against the industrial hazards of their work, particularly 
silicosis. Medical and hospital facilities on the mines 
are good, but there is need for specialist advice on the 
industrial hazards of heat, silicosis, and accident. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 
| WARTS OF THE FEET 


L. FORMAN, M.D., F.R.C.P. 
Physician, Skin Department, Giry’s Hospital 


Warts of the feet are a common minor ailment. They 
may lead to considerable discomfort, and, as they often 
occur On pressure points, may give rise to incorrect 
positioning of the foot. They are seen in patients of 
all ages and both sexes, the maximum incidence being 
between the ages of 10 and 25. In children minor 


epidemics occur in schools, the infection being acquired 


by imoculation of the bare feet in swimming-pools and 
changing-rooms and when dancing. That warts are con- 
tagious is a matter of common clinical experience. One 
may appear on the physician’s finger after contact with 
the instrument used for curettage, and there is experi- 
mental evidence that the causative agent is a virus. The 
incubation period of the plantar wart is variable, from 
six weeks to five months, and occasionally as long as 


a year. 
Histopathology 

The wart consists of a localized hyperplasia (acanthosis) 
of the epithelial cells (see Fig. 1). There is an increased 
rate of division of the basal layers, excited by the overlying 
infected cells. The latter contain intranuclear inclusion 
bodies and exhibit “ ballooning” of the protoplasm. M. J. 
Strauss and his colleagues have reported the finding of 
crystalline particles (Fig. 2) in the inclusion bodies under 
the electron microscope ; these they take to be the infecting 
virus. The rete pegs become thickened and project down- 
wards, with a corresponding elongation of the papillae carry- 
ing the fragile capillaries. The latter are easily ruptured by 
pressure on the wart, and small haemorrhages are carried 
through the epidermis to show on the surface as discrete 
black dots. There is an associated increase in the horny 
layer. 

Strauss and his colleagues noted that the warts which 
showed the “virus” histopathology differed in clinical 
appearance from those which did not contain inclusion 
bodies. The “ virus” warts were single or multiple, but not 
confluent, and surrounded and almost hidden by a collar 
of horn. When exposed by the removal of horn the wart 
had a soft consistence and with the curette shelled out 


cleanly. Warts which did not show the characteristic histo- - 


pathology were of the superficial dry hyperkeratotic type. 


Clinical Appearance 
The individual plantar wart is skin-coloured or brown, 
often speckled with brown or black points of haemorrhage. 
The surface is rough and irregular, tending to show lobula- 
tion in the larger warts, The main mass of the wart may be 


- pressed down into the skin by the body weight and barely 


show above the surface. In addition a thick collar of horn 
is formed by the surrounding compressed normal skin. If 
this collar is trimmed away it will be seen that the skin 
ridges lead up to the edge of the epithelial mass of the wart 
and then stop short (Fig. 3). Further paring of the wart 
will cause pain as the nerve endings between the cells are 
reached, and soon points of bleeding will mdicate the 
severance of the tops of the elongated papillae. Further 
dissection causes acute discomfort and free bleeding. 

Warts may be single or multiple and occur anywhere on 
the foot or toes. The pressure areas are commonly involved, 


as they are particularly likely to pick up infected fragments — 


of horn. Warts may reach 1 cm. in diameter, and often they 
are grouped with a targe wart in ‘the centre and smaller 
warts as a constellation around, suggesting that the latter 


have arisen by inoculation from the. “mother” wart. 
Another arragement, seen usually in adults, is the so-called 


“*mozaic wart,” where a number of small warts, equal in 


size, compress each other to a polygonal shape. Mozaic 
warts have a uniform covering of thick horn. The ball of 
the foot or the heel are the sites commonly affected. This 


_kind of wart indicates multiple invasion and probably low 


immunity, for it is the type most resistant to treatment. . 


Differential Diagnosis 
Among the common conditions which may be mistaken 
for plantar warts are corns and callosities. (For a detailed 
description see the Refresher Course article by Mr. N. C. 
Lake on “ Minor Ailments of the Feet,” published on May 5, 
1951.) Horny scars left after caustic, surgical, or x-ray treat- 
ment of a wart may also be confusing. Because of the thin 
epidermis and dilated vessels in the atrophied cutis, haemor- 
rhages readily occur which may speckle the horn as in a 
true wart. Further, the scarred epidermis may be irregular 
in. thickness, the horny cap following the contour to give a 
rough surface. However, careful dissection will expose the 
thinned and irregular epithelial base without bleeding, and 
inspection with a lens after stretching the skin will demon- 
strate the normal ridge markings. Other localized kerato- 
mata rarely cause difficulty, for they are usually multiple. 
They are either congenital and present on the hands and 
feet (keratoma punctata) or form part of a general cutaneous 
disorder—for example, Darier’s disease or arsenical keratosis. 
A pigmented naevus or melanoma appears as a brown or: 
black area with the epithelium stretched and smooth over the 
surface. If it becomes malignant the increase in size will 
be noted by the patient, and the epithelium may become 
necrotic. The malignant melanoma presents as a dark 


increase in horn (H); hypertrophy of epithelium and rete 
©; elongated papillae containing capillaries (P); cells in the 
a 


the protoplasm (1); dense deeply staining nuclei containin 
inclasion bodies cell bodies bei - 
). These cells can be traced i the horn. (Drawn by 

iss A. Gretener, of the Institute of Dermat 
of London.) 


: 

ee ; Fic. 1.—Histopathological features of a plantar wart.’ Great 
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Fic. 2.—Crystalline particles from inclusion bodies. (Xx40,000.) 
(M. J. Strauss, H. Bunting, and J. L. Melnick, J. invest. Derm., 
1950, 15, 433. Reproduced by kind permission.) 


brown or black crusted mass, bleeding easily and raised from 
the surface. (See also Refresher Course article by Dr. H. 
Gordon on “Cancer of the Skin,” published on August 11, 


1951.) 
Indications for Treatment 

Plantar warts in children often subside spontaneously. It 
is difficult to give an accurate. figure for this, but at least 
25% will disappear over a period of observation of one 
year. Even in adults this may occur after two or three years. 
One could therefore delay treatment in certain cases. 
- What then are the indications for active therapy ? 
Children may not be allowed to take part in some school 
activities because of the risk of infecting others. The wart 
may be painful and lead to disability in walking or playing 
games. When the wart increases in size and new warts 
appear, spontaneous healing may be too long delayed. 

The aim of any treatment of warts on the feet is that it 
should be speedy, giving the minimum of pain and disable- 
ment. Further, no treatment should-be advised that is apt 
to damage the underlying fibro-fatty tissue to any significant 
extent and lead to scarring or ulceration. 


Single or multiple warts in children, with the features of _ 


virus warts, will respond to treatment on any of the lines 
to be discussed, but the dry, multiple, or mozaic wart of the 
adult or elderly patient can be resistant and calls for the 
exercise of the utmost therapeutic ingenuity. The method 
of treatment chosen will depend on the age of the patient, 
the type and number of the warts, and the time available. 

In a child, when the wart reacts with a considerable inflam- 
matory response it is well to wait four weeks before repeating 


Fic. 3.—Plantar wart (<6) in a child of 9 years, showing the 

sharp border and interruption of the normal pattern of skin 

ridges. (From the a — Guy’s Hospital, 
ndon. 


treatment. If successful, the wart will have separated away 
or be easily lifted, off. The epidermis beneath is thin and 
pink but will soon regain a normal colour and thickness. If 
no relapse occurs within a month, cure may be assumed. 
In adults it is wise to wait at least two months before the 
patient is discharged. 
Suggestion 

Treatment by suggestion includes buying the wart and 
burying the coin; applying plants, weeds, and meat, the 
suggestion being that the living content of the wart is thus 
transferred. The wide range of agents used has led to the 
view that suggestion alone will be adequate. The visit to — 
the doctor itself and the act of inspection also t 
strongly to the patient that relief of the warts will be . 
obtained. A plantar wart in a child may involute in. the 
interval between the -first inspection and a subsequent visit 
for treatment. Warts have also been successfully treated 
while the patient is in the hypnotic state. 


Occlusive Strapping : 

Simple occlusion of plantar warts by strapping carried 
around the foot and pressing on the wart may be success- 
ful. The strapping should be changed every two weeks and 
the macerated horn and wart substance pared down. D. A. 
Duthie and D. I. McCallum have recently reported that in 
60% of a series of 90 warts so treated the substance of the 
wart could be removed within one to three months, with 
cure. They also combined this method with the application 
of podophyllin in oil. 

If the strapping gives rise to irritation of the skin it should 
be removed and not reapplied, for a strapping dermatitis. 
may extend very widely beyond the original areas of contact. 


Freezing 

Most plantar warts are treated by physical or chemical 
agents which damage or destroy the epithelial mass and 
provoke inflammatory reaction in the skin around. 

Freezing with carbon-dioxide snow is a popular, safe, and 
convenient method. For a small wart or group of warts. the 
stick prepared in the “ sparklet” apparatus is adequate ; 
if the wart is larger it can be frozen in segments by the 
small stick, or a larger stick can easily be prepared. For 
this the snow is collected from the escaping nozzle of the 
carbon-dioxide cylinder in a chamois-leather bag and ham- 
mered down firmly into a boxwood or plastic mould selected 
to the size of the wart to be treated. After the horn over 
and around the wart has been pared down the carbon- 
dioxide stick is firmly applied, and the wart and the sur- 
rounding skin become white and hard. The time of appli- 
cation depends on the size and depth of the wart: from 
one to three minutes is adequate. With the longer expo- - 
sure a blister may form within 24 hours. If this is large 
and uncomfortable it can be snipped in four days, and in 
many instances the wart riding in the roof of the blister 
can be detached and the wound dressed. Healing is rapid, 
with a minimal amount of scar. If blistering has not 
occurred and after three weeks the wart has not shown 
any sign of early separation, the snow can be reapplied. 
There is no contraindication to four or more applications 
if there is a minimal response in adults. This treatment 
can be used with confidence for children, in whom the 
cure rate is 90% ; in adults it is 50%. 

Liquid oxygen is another convenient agent for freezing 
plantar warts in the clinic. The temperature of liquid 
oxygen is —182° C., 125° C. lower than that of carbon- 
dioxide snow. It is supplied in a vacuum bottle and applied 


_ on a wool-tipped applicator for periods of 20 to 40 seconds, 


depending on the size of the wart, until the latter has been 
well frozen. 
Escharotics 
The chemical necrotizing agents in common use are 


salicylic acid, monochloracetic acid, nitric acid, saturated 
silver nitrate solution, and the silver nitrate stick. The more 
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ting substances sych as monochloracetic or nitric 
acid should be used with great caution. 

Salicylic acid is used in the form of a 40% plaster cut 
to the shape of the wart, applied for seven days and then 
removed. After the macerated horn has been scraped away 
the irregular and papilliferous mass of the wart will be 
exposed. The applications are repeated at weekly intervals, 
and the necrotic epithelium is removed until the granula- 
ting cutis is eventually exposed. 

Other caustics are used in a similar manner, the period 
between treatments being determined by the depth of -the 
necrosis. If pain is severe the caustic application should be 
removed and the area bathed with a mild antiseptic lotion, 
such as 1% cetrimide or —— permanganate 1 : 2,000. 
Any fluid or pus under the wart should be released and a 
bland boric ointment applied. There is a definite risk of 
scarring if caustic applications are allowed to damage the 
cutis to any degree. 

Formalin 


A much safer method than the use of escharotics is to 
fix the cells of the wart with formalin. The wart-bearing 
area of the foot is soaked in 3 to 5% formalin in a shallow 
dish for 10-15 minutes once or twice a day for three to 
six weeks. The only discomfort is dryness and irritation 
of the skin, but treatment must be stopped if there is any 
evidence of formalin sensitivity. Soaking in formalin is 
also to be recommended for multiple or mozaic warts. 


Podophyllin 

Podophyllin resin is also an effective and safe remedy for 
plantar warts. It has a selective action on the nuclei of 
the cells and in a 10-25% solution or suspension in oil 
produces necrosis of the epithelium. The horn is pared off 
the wart and the podophyllin suspension in oil applied ; it 
is, prevented from spreading laterally beyond the wart by a 
ring of strapping, and, finally, a covering of strapping is 
placed on top. Contact with the oil is allowed for 24 to 48 
hours, depending on the rapidity of the epithelial necrosis 
and the discomfort. The soft white epithelium is then 
scraped away and the treatment repeated every one or two 
weeks. After 8 to 10 weeks the bulk of the wart will have 
been removed, leaving a granulating base of cutis. If exces- 
sive, the inflammatory reaction should be treated as indicated 


above. 
Surgical Removal 


Surgical removal of a wart is rapid, but the injection 
of a local analgesic into the foot is painful. Excision of 
a wart should not be done if a pressure area is involved, 
because the scar will have to bear weight and may be pain- 
ful. Should there be a recurrence in situ—and this may 
happen particularly in adults—further treatment will be apt 
to increase the extent of the scar. Scarring is minimal when 
plantar warts are removed with a curette, and in an adult 
with numerous warts this is often the method of choice. It 
can be carried out under a local analgesic, but a short general 
anaesthetic may be required. The wart is outlined by an 
incision in the collar of horn and is readily removed with a 
sharp spoon from the depression in which it lies. The over- 
hanging horny collar may then be trimmed with scissors. 
Hea'ing is rapid, within a few days, under a simple anti- 
septic dressing. The results are good, and treatment can 
safely be repeated if relapse occurs, as it may do even after 
several months. This is also a safe method for the dry and 
mozaic wart, which is outlined by the knife-point and care- 
fully and thoroughly scraped away. 

‘Cauterization.—The galvano-cautery can be used to coagu- 
late a wart, and the charred tissue scraped away with a 
curette. It is doubtful. whether this method is any more 
effective than simple curettage. 


Radiotherapy 
The use of x rays or radium is the treatment preferred by 
many dermatologists because it is painless and the patient 


is able to continue his normal activities. About 50% are 
cured with an x-ray dosage of 400 to 600 r, and this is a 
safe dose to give. Some dermatologists and radiotherapists 
give up to 1,500 r, but there are warts which are resistant 
even to this dosage, particularly the dry and hyperkeratotic 
type in adults. Attempts to cure them with x rays may lead 
to persistent radio-atrophy or even ulceration, In my view 
x rays or. radium are never indicated in the treatment of 
children or young adults. Their skins are vulnerable to x 


.rays and they have longer to live, so that there is more 


opportunity for late permanent atrophy to occur. 

Thorium X, which emits most of its energy as alpha 
particles, is much less likely to cause damage to the deeper 
tissues. The dosage used has been 2,000 electrostatic units 
per mk of collodion, applied at intervals of three weeks for 
a maximum of four applications. The preliminary removal 
of horn before each application is important, as the horn has 
a screening effect. Thorium X has been found to be most 
useful in the treatment of adults or the eldérly when the 
warts have not responded to caustics, freezing, or to surgical 
measures, and should be limited to these cases. 

There remains the recalcitrant adult case in which treat- 
ment by caustics, surgery, and radiation has failed. These 
patients have been unable to develop any immunity to the 
wart virus, and it may be worth trying to stimulate anti- 
body production by the use of a wart virus vaccine. 


Conclusion 
It must be emphasized that the successful management of 
warts of the feet depends on the ability to make an accurate 
diagnosis based on careful dissection of a suspected area. If 
the wart does not respond to therapy which is safe and non- 
mutilating, it is best to forbear. Discomfort can be relieved 
by paring the horn and the application of felt or padding. 


Next Refresher Course Article.—‘ Clinical Assessment of 
Backache,” by Mr. J. G. Bonnin. 


LOYAL ADDRESS FROM THE B.M.A. 


The Secretary of the British Medical Association has sent — 
the following Loyal Address to the ‘Home Secretary for 
transmission to the Queen: 


TO THE QUEEN’S MOST EXCELLENT MAJESTY 


The Humble Address of the President and Members 
of the British Medical Association 


May IT PLEASE YouR MAJESTY, 

We, Your Majesty’s dutiful and loyal subjects, the 
members of the British Medical Association distributed 
throughout Your Majesty’s Commonwealth and Empire, 
beg leave to express our deep sorrow at the heavy 
affliction that has fallen upon Your Majesty, Her Majesty 
The Queen Mother, and the other Members of the Royal 
Family by the death of our beloved Sovereign, King George, 
Patron of the Association. 

We beg Your Majesty to be pleased to accept. our loyah 
congratulations on Your Majesty’s Accession to the Throne. 
We pray that Your Majesty’s Reign may be long, illustrious, 
and blest with peace, and we humbly offer to Your Majesty 
an assurance of our high regard and affection and our un- 
failing fidelity to Your Majesty’s Throne and Person. 

Signed on behalf of the British Medical Association, 

A. W. S. SICHEL, ‘ 
President. 


E. A. GREGG, 
Chairman of Council. 


S. WaNpb, 
Chairman of Representative Body. 


A. M. A. Moore, 
Treasurer. 
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PRACTICAL EPIDEMIOLOGY 


On February 15 three quite different subjects were discussed 
at a meeting of the Epidemiology and State Medicine Section 
of the Royal Society of Medicine at 1, Wimpole Street, W.1. 

Dr. D. THomSON began by describing the consequences of 
the Ministry of Health’s decision to require the separate 
return of cases of paralytic and of non-paralytic poliomye- 
litis. During 1950 the returns showed that the ratio of such 
cases remained fairly constant at about 2:1. During the 
early part of 1951 the same conditions persisted until the 
24th week, when there was a sharp change and the cases 
returned as non-paralytic poliomyelitis began to exceed the 
cases of paralytic poliomyelitis. From this time until the 


37th week of the year this curious change in the ratio con- 


tinued, and then there was a teversion to the previous 
approximate 2:1 distribution. 


A New Type of Meningitis ? 


It was suggested that these cases of non-paralytic polio- 
myelitis returned between the 24th and 37th weeks of 1951 
were really part of a distinct epidemic of an unknown 
disease. The epidemic affected approximately the same age 
groups as poliomyelitis ; the incubation period was of the 
order of 5-7 days and the duration was quite short. The 
typical case, apart from severe headache, had a moderate 
temperature for three to four days, and signs of meningeal 
irritation. Lumbar puncture showed a pleocytosis (mostly 
lymphocytes) varying from 10 to 150 per c.mm. Striking 
features were that many cases had been in contact with 
each other and that no classical poliomyelitis cases had 
been seen in the locality for at least twelve months. Some 
observers had been reminded of cases of sandfly fever, but 
there was no evidence that any insect vector was involved. 
The disease could most plausibly be classified as an acute 
aseptic meningitis. The signs and laboratory investiga- 
gations did not support a diagnosis of lymphocytic chorio- 
meningitis, nor were the symptoms typical of Bornholm 


disease. 


At the end of the discussion Dr. G. W. A. Dick voiced 
the opinion of many of those present when he urged that 
epidemiologists must have more co-operation from labora- 
tory workers ; in particular that teams of laboratory workers 
should be available for the collection of specimens in the 
field on a scale which was not at present possible in this 


_ country. The epidemic was, perhaps reasonably, assumed 


to be a virus infection, but without quite elaborate labora- 
tory investigations it was impossible even to define the 
problem, let alone to characterize the nature of the infection. 


Reactions to Vaccination 


Dr. M. MITMAN gave an account of the reactions which 
might follow vaccination. Local reactions were of two 
types—those due to multiplication of the living virus and 
those due to sensitivity to the virus (dead or alive) and its 
products. 

The susceptible—i.e., the unvaccinated and those whose 
immunity from previous vaccination had lapsed—responded 
to the living virus with the typical primary-type reaction, 
which was maximal after the 7th day. 

The partially immune—i.e., those with some residual im- 
munity from a previous vaccination—responded with a 
modified lesion which was called “ vaccinoid” or “ acceler- 
ated.” In fact, its onset was not accelerated and might 
even be delayed, but: because it ran* its modified course 
rapidly its maximum intensity was reached between the 
3rd and 7th days. It should not be called an accelerated 
reaction. 


The sensitive, whether susceptible or immune, responded _~ 


to the virus, dead or alive, with an early reaction on the 
2nd or 3rd day which had been called the “ immediate 
reaction of immunity,” but was neither immediate flor a 
reaction of immunity. It had been regarded as the normal 
reaction of the immune subject, but, as it might occur in 
those whose immunity had completely lapsed, it should not 
be called a reaction of immunity. Because sensitivity per- 
sisted after immunity had waned, revaccination commonly 
resulted in a eombined early and vaccinoid reaction. While 
the former was regressing the latter developed ; hence the 
impression that vaccinoid reactions start early. Distinction 
between sharp early reactions and mild vaccinoid ones was 
sometimes difficult. Vesiculation commonly regarded as a 
distinetive feature of vaccinoid reactions occurred in 
sharp early reactions although the vesicle was clinically 
different. 

The absence of any reaction at all had been regarded as 


evidence of complete immunity ahd of a refractory state, 


but was most commonly due to errors in technique. 
Technical failures, even by the experienced, were surpris- 
ingly common. Immunity from vaccination was of shorter 
duration than commonly believed. The best practice was 
to obtain a minimal primary vaccination and to revaccinate 
at short intervals—one or two years in those subject to 
special risk. Even if there was no take, the revaccination 
probably boosted immunity, although serological evidence 
was required to support that hypothesis. 


. Precautions against Serum Reactions - 


To conclude the meeting, Dr. H. J. Parisu, in a joint 
paper with Dr. L. J. M. Laurent, discussed serum reactions 
and serum sensitivity tests. Different authorities gave con- 
tradictory advice about the various sensitivity tests. The 
real problem was to avoid the immediate anaphylactic 
reaction, which, although very rare, was dangerous and 
might prove fatal. The practitioner was not concerned about 
serum sickness of late onset, the case incidence of which 
had been reduced to about 5% by enzyme-refined serum : 
rashes were almost always transient and mild. Laurent and 
Parish deprecated the use of the intradermal test for serum 
sensitivity. It gave no security if negative, and if positive 
might needlessly deter the administration of serum. The 
common assumption that local and general ~eey 
always_ran parallel was wrong. 

Explicit instructions were given on how to minimize the 
danger of anaphylactic shock. The preliminary subcutane- 
ous injection of the small “ trial dose ” of serum was recom- 
mended. (“Trial dose” was a preferable name to “ sensi- 
tivity test” or “desensitizing dose,” especially as desensi- 
tization was probably impossible in practice.) Trial doses 
were meant to be absorbed slowly into the general circula- 
tion, so that general reaction to a small amount of serum 
was first tried. If shock should develop, it would apa 
be mild and readily respond to treatment. 

If a patient had not had serum before and had not suffered 
from asthma or infantile eczema, the main dose could 
be given intramuscularly; but he must be kept under 
observation for 30 minutes. If, however, there was 
a history of having had serum previously, the main 
dose should be preceded by a trial dose of 0.2 ml. 
subcutaneously. If after 30 minutes there were no general 
symptoms the main dose might be given intramuscularly. 
Everything should be at hand for emergency treatment. If 
there was a history of asthma or infantile eczema the trial 
dose should be reduced to 0.2 ml. of a 1: 10 dilutios sub- 
cutaneously, followed after 30 minutes (if- there ‘were no 
general symptoms) by 0.2 ml. of the undiluted serum intra- 
muscularly ; after another 30 minutes the main dose could _ 
follow intramuscularly. In acute cases in which intravenous 
injection was indicated all preparations for treating shock 
should be made beforehand. This route should not be used 
unless a preliminary intramuscular injection had been 
tolerated. 
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diminished and there was marked improvement in the child’s 
general condition. So far as we could tell from the mother no 
other mercury-containing preparation had been given. 


Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Mercury in Paediatrics 

Sir,—I was much interested in the article by Miss Vera K. 
Wilson and Drs. M. L. Thomson and A. Holzel on mercury 
as a possible cause of nephrosis in children (February 16, 
p. 358), and would like to congratulate them on a nice 
piece of investigation. 1 am, however, a little disappointed 
in the hesitant phraseology of your annotation on the 
subject (p. 370), which states: 

It is important that we should not be driven from our pharma- 
copoeia through fear. The immediate need is not to jettison use- 
ful drugs but rather periodically to review therapy in use and be 
sure that the value justifies the risk. 

This is fair comment only if we are considering useful 
drugs, and that question does not seem to have been seri- 
ously examined. In 31 years of medical practice with adults 
I cannot remember having once prescribed, or advised the 
use of, calomel. This may, of course, be due to my ignor- 
ance of its virtues, though I prefer to believe that it is due 
to the enlightened teaching of A. E. Barnes and Edward 
Mellanby in Sheffield, who gave me, in 1920, a healthy 
contempt for most of the pharmacopoeia of that day. 

Will someone tell me, in 1952, what is the value of 
calomel in paediatrics ? Or is its use, as I suspect, perpetu- 
ated solely on a basis of personal preference, custom, and 
tradition, and on unsupported statements such as those of 
Bunthorne (R. Bunthorne, see W. S. Gilbert, Patience, 
Act I, London, 1881) ?—I am, etc., 

Manchester. ROBERT PLATT. 

Sm,—Your contributors, Miss Vera K. Wilson and Drs. 
M. L. Thomson and A. Holzel (February 16, p. 358), are to 
be congratulated on their article drawing attention to the 
dangers of indiscriminate mercurial medication. Perhaps 
the moral of their article needs no pointing. Yet it seems 
to-me a pity that the author of your annotation (p. 370) 
should concern himself with the place of mercurial prepara- 
tions in the pharmacopoiea. 

My experience in infant welfare clinics suggests that 
mercury is most often given without reference to medical 
advice. Parents, distressed by the sufferings of teething 
infants, resort to proprietary teething powders. Time and 
again mothers, informed that the powder in question is a 
mercurial purgative, express astonishment and incredulity. 
It is only natural fhat the exhausted infant’s sleep should be 
attributed to non-existent virtues of the powder. The need 
for public enlightenment on this point leads me to comment 
on the lost opportunity. In the history of Case 5 (p. 359), a 
19-months infant who died as a result of taking teething 
powders, occurs the statement that “ permission for necropsy 
was refused.” Does this mean that the coroner failed to 
order a Pecropsy? It is a pity he did not hold a public 
inquiry into the cause of death—I am, etc., . 


St. Peter’s-in-Thanet, Kent. BRIAN WEBBER. 


Sir,—Since the publication of our article (February 16, 
p. 358) we have had the following case under our care. 


A boy aged 6 months was admitted to hospital on January 7, 
with a history of oedema for one week and much albumin was 
found in the urime. One teething powder containing approxi- 
mately 0.64 g. (42 mg.) Hg had been given daily for two weeks. 
The urine contained 175 ug. Hg per 100 ml. A ten-day course of 
dimercaprol was given. From the sixth to the ninth day the 
child’s weight fell by 24 Ib. (1.1 kg.) and three days later no 
oedema could be detected. The albumin in the urine decreased 
rapidly after the sixth day of treatment and a week later had 
disappeared. The mercury content had fallen to 16 yg. per 100 ml. 
The apathy which had been present since admission gradually 


Blood U: 
Date mut. | por 100 | 
Total | Alb. | Glob. 
36 3-80 1-51 2-29 
ois 31 195 5:29 | 304 | 2-25 
—We are, etc., 
Vera K. WILSON. 
M. L. THOMSON. 
Manchester. A. 


What Doctors Prescribe 


Siri—The article on 17,301 prescriptions (February 9, 
p. 292) by Professor D. M. Dunlop and others is obviously 
most important to the Government as well as general practi- 
tioners. It is also most illuminating, but as it contains one 
or two misstatements and others which are debatable I 
should like to make a few comments. 

The first is that as there is no Form E.C.10A in England all the 
suppositions based on its existence are fallacious. I wish this 
form was 
help our work greatly. The second statement I would contest is 
(p. 295) “that there are few occasions in practical therapeutics 
which demand the prescription of more than one drug, etc.” 
This implies that suitable single drugs exist for most clinical 
conditions (apart from taste, which requires the flavouring), and 
I think that few practising physicians believe this, not even of 
adrenaline in asthma. Most drugs have undesirable side reactions, 


and many of these can be minimized by a careful prescription . 


including adjuvants and correctives. Often the same result can 
be achieved by prescribing smaller amounts of several drugs 
which have one action in common, but each with its own 
different series of unwanted effects. This is, in fact, the principle 
on which many so-called elegant preparations are based. The 
authors state that these “‘ must generally be classed as placebos,” 
but the general practitioner, who seems to see a different type of 
patient than that in hospital or academic practice, knows that 
some, at least, of these preparations are very valuable indeed. 
It is mostly in the long chronic conditions that they prove of 
value, and they often have to be given for a considerable time 
before they prove their worth. Hospitals are not the places” 
where such patients go; they are the cast-offs of the consultant, 
or if they attend out-patients the physician in charge has not the 
time to listen to their manifold complaints and to watch their 
slow return to health, or the junior medical officers have not the 
experience to deal with them, or indeed much sympathy either 
with cases that do not correspond with the types of illness he has 
been taught to class as disease.” 

It is for these reasons probably that the authors speak rather 
disparagingly of the vitamin preparations and (apparently) of 
plastules with folic acid. I am constantly surprised, and pleased, 
at the number of women who tell me that the latter have made 
life entirely different for them when simple ferrous sulphate had 
had no effect, and their changed attitude to life shows that they 
are telling the truth. Other vitamin-B-complex preparations have 
a similar effect on a different type of woman, and, as my wife 
has been taking a preparation containing ‘“ taka-diastase,”’ 
aneurin hydrochloride, nicotinamide, and ascorbic acid regularly 
for over a year, I have had a great opportunity to observe its 
beneficial effects, though when I first read about it I was nearly 
as sceptical as Professor Dunlop and his colleagues. The fact 
seems to be that we still have a good deal to learn about vita- 
mins, ahd probably about nutrition also, and that besides the 
various enzyme reactions which have now been discovered for 
most of them there are probably others due to massive doses 
(particularly perhaps the fat-soluble A, D, and E) or long-con- 
tinued smaller doses which cannot be demonstrated on experi- 
mental animals but which can be observed in human beings if 
one has the patience to look for them. After all, science is 
based a observation, and alcohol can make people merry as well 
as d 

It would be nice to comment on many other points, but I 
should like to stress the point made about the value of chloral, 
particularly in children’s diseases, though my father—with 
much longer experience than I have had—preferred bromide 
except in confinements. The large number of sedatives prescribed 
can to some extent be justified, not because we are most of us 
neurotic, but because some doctors are still old-fashioned enough 


allowed in England as well as in Scotland, for it would , 
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to belieVe in the vis medicatrix naturae; and certainly many cases 
(some obscure and some less so) prove that Nature can make a 
good recovery if once the patient’s mind and body are put at 
rest—which is far from saying that their ailments were necessarily 
psychogenic. This does not excuse slovenly examinations and 
diagnosis, but a harassed doctor can hardly be blamed if at 
times he prescribes a barbiturate which at. the worst will seldom 
do harm and will at least give his patient (and his or her house- 
hold) a good night’s sleep and a better chance of recovery. 


After offering these criticisms it is a pleasure to say again 
how stimulating I found the article and how completely I 
agree with many of the points raised, and especially the con- 
clusions about the teaching of pharmacology, though I think 
that 10 or 15 years’ experience in general practice might be 
useful for the teachers, as it certainly will’ be for their 
students. But the most important thing is that these latter 
should be taught to observe the effect of what they prescribe 
and not simply try to memorize and look for what they have 
been taught to expect——I am, etc., © 

Winsford, Cheshire. N. Leak. 

Sir,—One statement in the interesting survey of prescrip- 
tions on Form E.C.10 (February 9, p. 292), relating to the 
incidence of pernicious anaemia and diabetes mellitus, does 
not seem in accord with conditions in this semi-rural area 
of Lincolnshire. The authors state, “ Diabetes is a common 
disease, while the megaloblastic anaemias are comparatively 
rare.” In the practice in which I am a partner there are 
at present 23 cases of diabetes on insulin treatment, one on 
diet only, and two presumptive cases under investigation, a 
total of 26 cases. Pernicious anaemia cases, in all of whom 
the diagnosis has’ been adequately established, number 16. 
Incidentally, no member of the partnership prescribes liver 
other than for cases of megaloblastic anaemia. These figures 
certainly do not seem to justify the comparative labels of 
“common ” for diabetes mellitus and * comparatively rare” 
for megaloblastic anaemia, at least so far as this area is 
concerned. If, as is usually claimed, Jews are more 
susceptible to diabetes, it should be added that there are 
practically no Jews in south Lincolnshire. 

So far as prescribing is concerned, diabetic patients are 
usually given on one prescription insulin sufficient for about 
a month, while pernicious anaemia cases receive usually on 
one prescription enough liver injections to last them for 
four to six months. In any’one month therefore in this 
practice the average issue of prescriptions is in the ratio 
of about six insulin prescriptions to one of liver. One 
imagines that for the convenience of both patient and doctor. 
infrequent prescribing of both insulin and liver is the rule 
throughout the country. The close relationship in number 
of the prescriptions analysed by Professor D. M. Dunlop 
and his colleagues (50 for liver and 68 for ihsulin) certainly 
suggests that liver is not uncommonly ordered for disorders 
other than megaloblastic anaemia.—I am, etc., 


Boston, Lincolnshire. J. H. F. PANKHURST. 


Sir,—A survey of 17,301 prescriptions on Form E.C.10 
by Professor D. M. Dunlop and Drs. T. L. Henderson and 
R. S. Inch (February 9, p. 292) makes some rash statements 
and draws some rash conclusions. As a G.P. with a mixed 
practice and a maximum list, I could be one of the 140 or so 
doctors whose prescriptions have been scrutinized by and 
subjected to the academic eyes of the- authors. 


“That 21% of all prescriptions were for proprietary drugs 
would seem excessive ” is politely worded, but carries a sting imits 
tail. Who are the authors to be able to make such observations ? 
Were they present at the time of the diagnosis, did they see and 
know the patients, and did they not only follow the cases but 
also take responsibility for them ? Moreover, what do Professor 
Dunlop and his colleagues mean by proprietary drugs ? Are the 
B.P., and B.P.C., and addenda their criteria ? If so, what of such 
medicaments as the antihistamines, p-aminosalicylate, “ priscol,” 
vitamin B,,, methionine, hexamethonium bromide, and chloram- 
phenicol, which, with many others, may have official names, but 
may not be in or get into these publications for some time ? 
Are such essential drugs and others that may be patented or are 
only made by one or two firms to come under the ban ?_ Further, 


there are many examples of drugs developed by manufacturers e 
(e.g., “‘ coramine ” or nikethamide, procaine penicillin, isoprena- 
line sulphate, dextroamphetamine, etc.) which are of great worth 
and only get put into the B.P. and B.P.C. after a lapse of time. 
Are we, as G.P.s, to be frowned upon for prescribing them for 
N.H. patients before such drugs are in the official publications ? 

“Tablets should be prescribed in preference to the ~ag 
sponding mixture,” and, “The powder should generally be 
prescribed in preference to the mixture.” These remarks appear 
to show little knowledge of and sympathy for the G.P. Such 
statements savour of the clinic, or of the laboratory with 
pithed frogs, decerebrate cats, and heart-lung preparations: 
they could be made by a dictatorial Ministry of Health. 
Surely the criterion for the form of a medicament is the 
patient and what suits him best. Some duodenal ulcer sufferers 
prefer mixtures of alkalis, others favour powders, and a few 
like tablets to crunch. Sweeping statements such as the two 
quoted above show a remote control of the patient and a dis- 
regard for reality. - 

“ Chloral hydrate was only very occasionally incorporated,” 
and, “ Paraldehyde did not appear in a single prescription.” - 
Surely paraldehyde is outmoded and chloral hydrate has many 
drawbacks. 

“The value of expectorants is doubtful.” It would be more 
accurate to say the value of expectorants is controversial. How- 
ever, probably the best answer would be obtained from chesty 
patients and those who say they have a tight chest and cannot get 
up the phlegm. Laboratory experiments on animals or humans 
in which the volume of expectoration is measured on treatment 
with a drug or a combination of drugs have their value, but the 
ease and comfort and quicker recovery of the patient also 
matter, and I feel I can safely advise the authors to try an 
expectorant mixture (preferably containing tinct. opii camphor. 
B.P.) when they get a tight chest, and they will yet bless me for 
the advice. 

“It is surprising that ta 
There are many methods of treating asthma. Injection of 
adrenaline is generally used when other remedies do not work, 
and even adrenaline fails at times. 

‘** Multiple-vitamin preparations were often prescribed and are 
undesirable.” There is much faulty nutrition to-day among old- 
age pensioners and office girls, and such preparations work 
wonders. Further, after a debilitating illness, post-influenzal 
depression, post-operative debility, and for anorexia, they will 
get people on their feet and back to work. 

To say that it is doubtful if “dexedrine” possesses any 
advantage over amphetamine is to go against clinical 

Mersalyl is only one of the organic mercurials used, and it is 
often necessary to change from one to another to get continuous 
results—e.g., from mersalyl to, say, “ neptal.” ; 

The suggestion of the authors that more asthmatics should 
be taught self-administration of adrenaline is not in my. view 
or experience sound advice, but space will not permit me to 
give reasons now.—I am, etc., 


Luton, D. R. SNELLGROVE. 


Sir,—In their survey of prescribing Professor D. M. 
Dunlop and Drs. T. L. Henderson and R. S. Inch (February 
9, p. 292) have performed a useful service, but their suggested 
remedies seem to us to result from much too blinkered a 
view. It is clear from their figures that over one-half, and 
probably as much as three-quarters, of the prescriptions 
given by general practitioners are for placebos, This is not 
because practitioners are ignorant of the fact that many of 
these preparations are pharmacologically inert but because 
the prescribing of these is apparently the usual, and some- 
times the only known, method of dealing with functional 
illness. The patient is not being treated for the illness from 
which he is suffering, but is merely being fobbed off. 

We have previously (Lancet, 1951, 1, 1226) expressed the 
view that functional illness is the greatest clinical problem 
facing the general practitioner of to-day. We also believe 
that, given a correct approach to the psychological and social 
origins of functional illness, and given adequate time, the 
general practitioner is well able to deal with the problem. 
Indeed, with his intimate knowledge of the patient’s environ- 
ment, he is the ideal person to do so. 

But a correct approach to the problem of functional illness 
on the part of the general practitioner implies a reorienta- 
tion of the selection and training of the student and adequate 
time for the doctor. The latter can be obtained only with a 
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reorganization of the general practitioner’s conditions of 
work based on the elimination of economic competition 
between doctors and the development of group practice at 
properly equipped health centres.—We are, etc., 


L. M. FRANKLIN. 


R. TEPPER. 
J. D. 


St. Paul's Cray, Kent. E, TUCKMAN, 

Sir,—A few days ago, while travelling by rail from Liver- 
pool to London, I was privileged to have a retired sea 
captain as a travelling companion. He‘ mentioned in the 
course of our conversation that he had recently consulted 
his doctor, who, as a result, gave him a prescription for a 
cough mixture. He took this along to the chemist and 
was given in exchange an 8-oz. bottle which he saw 
being filled from a huge stock container. A week later, the 
medicine finished, he decided to save both his own time and 
that of his doctor by obtaining a repeat of the mixture direct 
from the chemist, expecting to pay, perhaps, a couple of 
shillings for it. To his surprise, he was given a Small 
2-oz. bottle for which he was charged 3s. I think the 
concluding remark of my companion is sufficient comment 
by itself—i.e., “ That sort of thing does not encourage one 
to treat the doctors considerately-or to use the Health 
Service economically.”—I am, etc., 


London, S.W.1. I. CRAWFORD Jones. 


Sin,—The interesting and helpful article by Professor 
D. M. Dunlop and Drs. T. L. Henderson and R. S. Inch 
(February 9, p. 292) prompts me to put forward the views of 
a general practitioner. It stimulated me to examine the deep 
ignorance of pharmacology which prevents my attaining the 
therapeutic wisdom and economy indicated. My one text- 
book of pharmacology is dated 1921. In addition I have by 
me and enjoy Professor Dunlop’s most practical book on 
medical treatment. Present-day practice allows me no time 
to read it’systematically and only rare moments to refer to 
it. Patients visited usually want a prescription they can take 
immediately to the chemist. In the consulting-room, if I 
turn to the book and say, “ This chap knows far more than 
1 do,” the patient loses faith and I face. 

Manufacturing chemists are anxious to keep me up-to- 
date: but I have learned to send away their representatives 
and to use their circulars for salvage. Any recent knowledge 
I have gleaned comes from R.S.M. meetings, the British 
Medical Journal, meeting consultants and from their letters. 
Few consultants, I believe, have Professor Dunlop’s profound 
knowledge of the economics of therapeutics. They tend, 
naturally enough, to prescribe what they want for the 
patient and to give little thought to the cost. The general 
practitioner does not often have the opportunity to take up 
their time discussing the merits of cheaper equivalents. Con- 
sequently I find myself often using the expensive but effec- 
tive remedies learned from these teachers. (It should be 
remembered, too, that some of the “equivalents” are not 
as good as the proprietary substances—e.g., Neb. adren. et 
atrop. co. is nearly always rejected by asthmatics.) The high 
incidence of proprietary prescribing in industrial areas might 
be explained by more patients being sent to hospital and so 
more consultants’ letters recommending proprietary remedies. 

The small number of injections, I am afraid, may be due 
to little time and high. cost. The niggardly allowance for 
injections is very discouraging. Professor Dunlop mentions 
adrenaline for asthma. I find this short-acting cheap drug 
is a mere placebo compared to the long-acting ninepenny 
ampoule of adrenaline in glycerin. Ninepence is our pay 
for looking.after the patient for eighteen days or the injec- 
tion allowance for 30 patients for a year. I love my patients, 
but I fear my banker. 

Vitamins are an excellent example of prescribing diffi- 
culties. In view of the increase in respiratory infections and 
post-operative haemorrhage some general practitioners doubt 
the value of ex cathedra statements that the post-war diet 
is adequate for work and for convalescence. We tend, there- 
fore, to prescribe vitamins hopefully. Our prescriptions are 


often extravagant because we are confused by consultants’ 
letters and manufacturers’ pamphlets, and we do not know 
whether we shall be treating our patients adequately by 
telling them to drink more milk and take brewers yeast. 
Liver, I think, is grossly over-prescribed as the result of 
advertising. For my. part, I am waiting until I get a case of 
pernicious anaemia. 

Another circular we all suffer from is the National 
Formulary. Professor Dunlop comments on inadequate 
doses of bromides. Let him look in the Formulary to see 
what guidance we get there. “3 

Cold Vaccines.—On this subject my bow to Professor 
Dunlop's authority is a purely formal one. In spite of the 
inconvenience—and, for private patients, expense—my 
patients keep coming back for anti-catarrh vaccines because 
both they and I know they work. If one excludes sinus 
infections and ignores makers’ dosage, the results are good. 
I kept records for two years and found that about 70% 
benefited at least by having fewer and less severe colds, 
and many of these had no colds at all. 

Mersalyl.—In my case ignorance of pathology and fear of 
damaging kidneys make me very cautious of using mersalyl 
without a consultant’s advice. 

Conclusion.—The general practitioner’s handicaps are not 
indifference, but lack of time, confusion, and lack of know- 
ledge—in which exclusion from hospital practice is a big 
factor. I have real doubts about whether the teaching of 
economy in prescribing would be well done by consultants 
in hospital, and I am sure it is not a bedside subject. 
Students might get glimpses if and when they are apprenticed 
to general practitioners. 

If time could be found, the general practitioner himself 
would benefit by being paid to go to postgraduate courses 
in pharmacology, conducted as seminars by physicians and 


-pharmacologists, with. pharmacists and general practitioners 


as critics. Courses such as these would benefit the patients, 
make us happier by refreshing our knowledge and self- 
confidence, and pay for themselves by the resulting economy 
and efficiency in prescribing.—I am, etc., 


Wembley, Middlesex. M. C. ANDREWS. 


Ryle’s Tube in the Trachea 


Sir,—On two occasions in the last 18 months I have had 
the same experience as Mr. Eric Coldrey’s anaesthetist 
(February 16, p. 382) and had to remove a Ryle’s tube 
from the trachea before passing an endotracheal tube. On 
several occasions I have found the Ryle’s tube coiled up in 
the pharynx and tolerated with no apparent difficulty. : 

My patients have been aged, dehydrated and acidotic, and 
perhaps this accounts for the surprising tolerance of the 
pharynx and larynx. The premedication would add to the 
tolerance by causing further dehydration and depression of 
the pharyngeal and laryngeal reflexes.—I am, etc., 


Richmond. Gorpon C. THICK. 


Sir—I was very interested in Mr. Eric Coldrey’s letter 
(February 16, p. 382). Before an emergency laparotomy 
one evening I requested, after a stomach washout, that a 
Ryle’s tube should be passed and left in situ. It was passed 
without any difficulty. The patient seemed very comfortable, 
except that he had “a slight tickle” in his throat—nothing 
more. When about to pass a tube into the trachea, the 
Ryle’s tube was seen lying between the cords.—I am, etc., 


-Stellate-ganglion Block 
Sir,—I have used the technique mentioned by Dr. J. A. 
Lee (February 16, p. 381) many times since it was first 
described by René Leriche and Fontaine (Pr. méd., 1933, 
41, 1819), so that the suggestion that Dr. Virginia Agar was 
the originator of this method is incorrect. Leriche and 
Fontaine give more detailed directions than does Dr. Lee; 
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and there is no doubt that, simple as the procedure is, it 


“does call for a little more knowledge than is contained in 


his letter. 

I hope later to record a number of cases of aural vertigo 
treated by stellate-ganglion block ; but perhaps I may say 
here that it is often valuable in this distressing complaint, 
although, surprisingly, it does not appear to have any effect 
on tinnitus.—I am, etc., 

London, W.1. A. PINEY. 

Sir,—With reference to Professor René Leriche’s article 
(February 2, p. 231), I think it might be of interest if I 
recalled some of the observations from several hundred 
procaine stellate blocks and approximately 160 sympath- 
ectomies, all of which I have performed for disorders of 
the internal ear, such as Méniére’s disease, tinnitus, and a 
few selected cases of nerve deafness. 

There is no doubt that sympathectomy has an influence 
on the cerebral circulation if one can regard the internal 
auditory artery as being a part of the cerebral circulatory 
system. During the course of a fenestration operation I 
have seen under the microscope the minute labyrinthine 
blood vessels dilate as the result of a procaine stellate block. 
This is recalled in Proc. roy. Soc. Med., 1951, 44, 760. 
Here, then, is proof that the cerebral circulation is definitely 
under sympathetic influence. 

It is of interest to recount the effects on concurrent conditions 
in some of these patients who underwent operation (either stell- 
ectomy or upper dorsal sympathectomy). 

(1) Nine patients had migraine on the side of the operation: 
none of them has had any attacks since. The state of mental 
anxiety, worry, and depression accompanying Ménitre’s disease 
was completely lifted in all cases where the operation was per- 
formed bilaterally—in fact this is the commonest spontaneous 
remark of the patients post-operatively, “‘ that they feel a weight 
has been lifted from them.” They no longer have the bursting 
pressure bands around their heads or the feeling of a weight 
pressing on the vertex. It would seem that this functional symp- 
tom is influenced for the better by the operation. 

(2) Eight cases had cardiac palpitations: these also appeared 
to be relieved. 

(3) Three patients had severe occipital cephalalgia ; and this was 
relieved also. The patients said that they were_able to take an 
interest in life and concentrate on their work again. 

Apart from the effects on disorders of the internal ear the most 
striking effect appears to be on the higher centres. 

I thought that this long series of cases and these few 
observations might be of general interest.—I am, etc., 


London, W.1. E. R. GARNETT PASSE. 


Vascular Spasm 


Sm,--Mr. John Sophian has performed a useful service 
by pointing out in his letter (February 16, p. 382) that 
vascular spasm “as the result of nervous intermediation ” 
is not an imaginary occurrence*or always a deduction from 
faulty observation. The nicest demonstration of vascylar 
spasm (and of its relief) is seen in schizophrenic patients 
whose low metabolic rate may require additional physio- 
logical mechanisms for preserving body heat. The brachial 
vessels below the level of the axillary artery, and the vascu- 
lar tree of the lower limb below the popliteal artery, are 
not infrequently affected (Proc. roy. Soc. Med., 1950, 43, 
623). The main vessels, however, remain patent except at 
their terminal arborizations. When the small terminal vessels 
are occluded there is no bleeding from fingers or toes after 
pricking, and gangrene may supervene. The main vessels 
are easily palpated and rolled under the finger; they are 
very firm and very narrow in calibre, and they are pulseless. 
The spasm of these vessels is relieved after warming an 
“ indifferent ” limb (so-called reflex vasodilatation), and after 
anaesthetization of the sympathetic vasoconstrictor supply. 
The condition is also alleviated by a remission, either 
spontaneous, or following insulin treatment or E.C.T. Pro- 
longed warming of the extremities will usually avert any 
considerable loss of peripheral parts, although flaking of 
soft tissues and atrophy of the nails is often observed. The 


post-mortem appearance of the vessels of these patients is 
normal, with the possible exception of hypertrophy of the 
muscular coat of medium and small arteries.—I am, etc., 


Arlesey, Beds. F. MACKENZIE SHATTOCK. 


Hypnotism in Medicine 
Sir,—Hypnotism is a mode of treatment which has an 
important place in medicine. It cannot be adequately studied 
or practised in abstraction from wider psychiatrical con- 


siderations or without training in psychology and in 
analytical psychotherapy. 


Hypnosis is a mental state of increased suggestibility, becom- 
ing dangerous when it reaches the deep stage of “hypnotic 
trance,” which I have defined as “a secondary state of mind, 
produced by definite methods, leaving behind it amnesia or loss 
of memory for that particular mental state, and at the same time, 
or alternatively, involving pronounced anaesthesia to painful 
impressions "’ (Brit. med. Bull., 1949, 6, 1307). Such a stage of 
deep hypnosis clearly involves mental dissociation and is not 
entirely normal. 

Persons who are easily hypnotizable are those most susceptible 
to mental dissociation and are therefore in need of reassociation 
and mental integration. It is my experience that such persons 
become less hypnotizable after a course of integrative psycho- 
therapy. In this my experience agrees with that of Pierre Janet, 
as I discovered in an interview with him when he attended the 
7th International Congress of. Psychology at Oxford in 1923. 
Hence one’s psychotherapeutic aim should be to obtain beneficial 
suggestion effects with the minimum of dissociative hypnosis. 
Increased suggestibility in itself is neither good nor bad, although 
not free from danger, and can be turned to good -effect only 
through the imposing and ‘repeating of good (health-giving) 
suggestions. But the full establishment of such improvement and 
recovery needs supplementation by some form of active psycho- 
analytical treatment, so that the “transference,” or psycho- 
logical dependence of the patient upon the physician, is resolved, 
and the patient can then stand on his own feet and complete 
his cure by autosuggestion, neuromuscular relaxation, and 
deepened self-knowledge (autognosis). ? 

On the other hand, the beneficial effects of suggestion treatment, 
especially if repeated for a considerable period of time, in the 
case of voluntary and autonomic nervous dysfunction and endo- 
crine disturbance, can find a proximate explanation in terms of 
I. P. Pavlov’s theory of conditioned reflexes, and may be regarded 
as examples of successful reconditioning of nerve reflexes and of 
bodily functions in general. I have myself set this out in my 
article “* Hypnosis, Suggestibility, and Progressive Relaxation,” 
in 1938 (Brit. J. Psychol., 28, 396), while indicating that this. 
theory cannot explain all the phenomena of hypnosis—e.g., the 
— of lost memories in a moment of time under hypnotism, 


But, of course, the practice of hypnotism (deep or light) in 
medicine should take full account of the underlying mental 
causes of illness as well as of physical and mental symptoms, 
and should therefore be accompanied by adequate mental 
analysis and mental and physical rehabilitation. 

Looking back on nearly 40 years of experiente of medical 
psychotherapy, I feel inclined to declare that hypnotism is a 
method to be overpassed wherever possible, and that the 
watchword of modern psychotherapy should be “ Beyond 
hypnotism.”—I am, etc., 

London, W.1. WILLIAM Brown. 


Sir,—May I comment-upon the reply given in “ Any 
Questions ?” (January 19, p. 173) to the query concerning 
the place of hypnotherapy in chronic asthma, and at the 
same time offer some criticism of the attitude generally 
adopted to this procedure by the journals of the B.M.A. ? 


Hypnotic treatment can, in my experience, frequently be of the 
greatest benefit to sufferers from chronic asthma, and indeed from 
other psychosomatic disorders. Moreover, in a considerable 
any undesirable side-effects, an oubt if many medically quali- 
fied users of the hypnotic method have seen them either in their 
own patients. Nor can I even visualize the possible occurrence 
of any adverse manifestations so gross as those described in the 
answer to your correspondent while treatment is in the hands 
of a medical hypnotist, and this for the very good reason that 
none of those symptoms could possibly arise spontaneously, but 
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would have to be induced either deliberately or from’ utter 
incompetence on the part of the hypnotist. Generalizations con- 
cerning the occurrence or frequency of such after-effects savour 
rather of experience derived mainly from the results of stage 
exponents of hypnotism and the sensational articles of the Sunday 
newspapers. 

Surely it is time that the official journals of the B.M.A. 
approached the subject of medical hypnosis with the honesty and 
impartiality that one would expect of a scientific body, and stopped 
the present practice of making it possible to criticize and dogma- 
tize on this particular form of therapy, under the cloak of 
anonymity, by persons who may or may not have had first-hand 
experience of hypnotic procedure. In the January issue of 
Family Doctor the only unsigned article, apart from the editorial, 
dealt with hypnotism, -while every other contribution appeared 
under the name of its author, whose status and integrity were 
thereby vouched for. The unknown writer of this paper con- 
cluded by saying, “ It (hypnotism) is still an art and it depends 
so much on the individual hypnotist that the type of controlled 
survey and experiment which would make it scientifically accept- 
able and measurable is still a long way off. It will reach that 


phase one day, and at that point hypnotism will fall into line 


with other branches of medical science.” As the end-piece to a 
recital of various difficulties maybe associated with the technique 
it is quite apparent what impression the anonymous author seeks 
to create; but the first part of the statement quoted would, as it 
stands, be —s applicable to the assessment of any surgical 
procedure is also an art and where so much depends on 
the individual operator, though the procedure may be none the 
less generally accepted for all that. The second part of the 
quotation is, of course, deliberately misleading in that it sets 
out to suggest to the lay reader. that only the sciences have any 
accepted ‘place in the practice of medicine. This we doctors 
know to be quite untrue, for though use may be made of many 
sciences the practice of clinical medicine as a whole is still an art. 
Nor is there any reason why a controlled survey of the results 
of treatment by hypnosis of suitable cases of a particular disease 
should not be compared with those obtained by other methods, 
it being understood, of course, that both would be carried out by 
medically qualified persons. If this is the sort of exposition and 
assessment that is put out for consumption by the lay public in 
an official organ of the B.M.A it is small wonder that the public 
is driven to quacks, charlatans, stage performers, and writers of 
sensational articles in the press for information on an important 
medical topic. If this article and the reply in “‘ Any Questions ? ” 
are examples of the only sort of thing that the medical profession 
has to say on a subject of this kind it is not surprising that little 
or no notice should be taken of us as a profession when. we 
condemn the use and abuse of hypnotism by unqualified persons, 
or seek support to have exhibitions of it banned by law from 
stage and screen. Until the subject is thrown open to unbiased 
examination, criticism, and discussion in our own journals, until 
we are prepared to approach the subject in a purely objective 
manner and with the scientific detachment that might properly be 
expected of us, instead of merely reiterating opinions apparently 
based on the vast quantities of sensational rubbish published by 
unqualified persons, we have no right as a profession to. assume 
any particular attitude or claim any particular authority in respect 
of this still neglected subject. To anyone seeking medical assess- 


"ment of an orthopaedic procedure, for example, we would offer 


only a reasoned opinion based solely on the experiences of 
qualified surgeons skilled in the technique and not on those of 
the bone-setter; to a question concerning the evaluation of the 
place of morphine in the practice of medicine we would not 
confine our remarks to a statement stressing the dangers of 
the drug, its capacity for causing addiction, and to describing 
the results thereof, or base our evaluation on the results of its 
mishandling by dope pedlars or its abuse in the opium den. We 
have a responsibility in this subject of hypnosis and its place in 
the treatment of disease; it is therefore up to us to clear our 
minds of past prejudices and to see that we are thoroughly 
enlightened and informed on the matter before we presume to 
try to influence others. 


—I am, etc., 
Woodford Wells, Essex. JaMeEs A. O’CONNOR. 

Sirn,—With reference to Dr. Gordon Ambrose’s letter con- 
cerning hypnotism (February 9, p. 326), there is no need for 


medical men to rely on the popular press and stage or lay 


hypnotists for information on this subject. The British 
Society of Medical Hypnotists (all fully qualified medical 
men in this country), which includes the majority of the 
world’s recognized authorities on this subject (authors of 


textbooks, etc.), has trained medical men and arranged 
lectures to universities, B.M.A. Divisions, etc. The Society 
publishes a quarterly journal (The British Journal of Medical 
Hypnotism), now in its third volume, and has produced 
instructional films. It has been consulted by Members of 
Parliament and the Ministry of Health for expert advice 
concerning the banning of stage hypnotism. 

Hypnotherapy is probably the only. effective treatment in 
many nervous and allied cases—asthma, alcoholism; etc.— 
but it is important to draw a sharp distinction between 
medical hypnotism and the stage variety —I am, etc., 

London, W.1. S. VAN PELT, 


Sirn,—I am reminded by your correspondence under this 
heading that as long ago as December, 1913, at the Leeds 
and West Riding Medico-Chirurgical Society I showed a case 
of bronchial asthma associated with pregnancy and anaiet 
by hypnotic suggestion. 

My notes made at the time record that the patient was a 

woman, aged 25, who had suffered from bronchitis 
since childhood, and for the last two years from recurrent attacks 
of typical bronchial asthma, increasing in frequency and severity 
until latterly they occurred once a week or more often still. Her 
health was much disturbed in consequence. There was almost 


constant dyspnoea between the attacks. She was unable to _— 


walk out alone, and unable to assume the recumbent posture at 
night. The patient was first seen in July last—i.e., 1913—during 
a typical attack. She was then six months pregnant, looked 
very ill, and was suffering from chronic laryngitis. Treatment 
by suggestion began immediately after. Sittings were given three 
times a week to begin with, later once a week. She proved 
readily susceptible to hypnotism at the first sitting. At the second 
sitting there was complete muscular relaxation and amnesia 


‘during “sleep.” On subsequent occasions post-hypnotic sugges- 


tions were readily carried out, and the patient conversed without 
subsequent recollection. Suggestions were given that the attacks 
would be less violent and less frequent and eventually would cease. 
Complete cessation of the attacks was insisted upon as the 
treatment advanced. The result was that the patient had been 
free from asthma up to the time of the record. Her household 
duties had been resumed, and she was able to lie down flat at 
night—almost an unprecedented occurrence. The huskiness of 
the voice did not subside until after some nine weeks of treatment. 
Labour occurred at term without complication. 

I have never seen any untoward results from therapeutic 
hypnosis, and fully agree with your correspondent, Dr. A. P. 
Magonet (February 9, p. 326), that “‘in time this will be the 
method of choice in the treatment of this psychosomatic 
symptom.” Equally do I agree with your correspondent, 
Dr. Gordon Ambrose (February 9, p. 326), in his view that 
it is high time that hypnosis as a therapeutic agency should 
be placed once and for all under the aegis of those who 
have made a special study of the subject, and above all 
whose professional probity is above question. I am relieved 
to hear (vide Dr. Ambrose) that therapeutic hypnosis is now 
regarded as respectable but harmless. What a time it has 
been wandering in the wilderness. Perhaps, now that it has, 
so fo speak, achieved an official imprimatur, we may hope to 

see evidence of a more enlightened attitude on the subject. 
am, etc., 


Leeds. J. E. 


Xylocaine 


Sir,—The letter from Dr. P. R. Bromage on “ xylocaine ” 
(February 9, p. 328) attracted my attention, as I have recently 
completed notes on a small series of 200 dental cases. In 
this, details were kept about time of onset of analgesia for 
various amounts and_ positions, duration, side-effects, etc., 


‘ using a 2% solution with adrenaline 1 in 80,000_(awaiting 


publication). 

Dental work is particularly suitable for comparison of a 
new local analgesic with other agents because of the variety 
of work, from conservative to minor surgical, which can 
be done ; and also because nerve blocks and local infiltration 
for opposite sides can be compared conveniently using 
different analgesics. 
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In this series a small number of procaine controls were 
observed in similar circumstances, and there is not the least 
doubt in my mind that xylocaine is superior in every way 
to procaine and, from my experience, to any other local 
analgesic which has been made available for dental work. 
Side-effects are minimal, onset of analgesia is more rapid 
and duration longer, while much smaller doses—as little 


as half or less of the usual procaine dose—are equally — 


or more effective. Furthermore there appears to be less 
motor involvement seen in the lip-in anterior injections, 
particularly when small doses are used—a source of annoy- 
ance especially to women patients. A further 2,000 injec- 
tions carried out since the original notes were made have 
only served to confirm my original impression. 

I have no experience of epidural t block, so that naturally 
direct comparison of observations with Dr. Bromage is not 
possible, but, while I feel that his contention that “ rapidity 
of action might be confused with greater certainty of effect” 
is a reasonable one, yet ] believe that he is mistaken and 
that both these attributes are evident in xylocaine analgesia. 
—I am, etc., 

Dublin. ADRIAN CowaN. 


Sir,—May I, as the responsible surgeon, add some details 
to your medico-legal report (February. 2, p. 280) on the death 
of a patient following the use of xylocaine as a local anal- 
gesic? It is important that there should be the clearest 
understanding and that unfair blame should not fall on this 
valuable analgesic agent. 

Most of the facts are given, correctly, in your report. The 
strength of the solution used was 0.8% and the total amount of 
the drug not more than 0.64 g. No adrenaline was used in the 
solution. No drug was given as pre-operative medication. The 
weight of the patient was 7 st. 13 Ib. (50.3 kg.), and the time 
taken for the injection about 15 minutes. ~ 

This patient had had previous injections of xylocaine, probably 
amounting to about 100 ml. 60.5% solution with 1/200,000 


adrenaline, combined with a general anaesthetic, for one or more 


of the stages of the thoracoplasty without any unusual reaction 
being manifest. She was also previously well known for her 
liability to “faint”? on the occasion of minor surgical 
interference. 

It is my belief, in general, that the more serious of these 
abnormal reactions during the injection of local analgesics 
are attributable to overdosage unless there is very good 
reason to the contrary. The overdosage is often not in 
the total amount of the drug used, but in too much of it 
having reached the wrong place, presumably the brain, in 
too short a time. Thus too rapid absorption from normal 
tissues or absorption by abnormal routes, and the concentra- 
tion of the solution used, become possible factors concerned 
in the effect. / 

We have no reason to suspect intravascular or intrathecal 
injection, the plunger of the syringe being withdrawn 
repeatedly during each injection without revealing blood, 
C.S.F., or air. Dr. Heggie, who performed the post-mortem 
examination, expressed the opinion that an unusual amount 
might have been absorbed from the extensive area of 
granulations around the organizing blood in the Semb’s space 
and the wound. : 

An additional factor remains in not having used adrenaline 
in the solution. This would certainly have delayed absorp- 
tion from normal tissues.—I am, etc., 

Oxford. CLEMENT GRIMSHAW. 


Sir,—While I find myself in agreement with most of the 
statements in Dr. P..R. Bromage’s letter on xylocaine in 
epidural block (February 9, p. 328), there are one or two 
points in which my experience runs counter to his. I believe 
that xylocaine does have a more certain action than other 
local analgesics. I have never had a complete failure with 
xylocaine, but have had more than one with “ nuvercaine ” 
and “amethocaine.” Also partial failures are three times 
as common when these latter drugs are employed. 

As an example. a certain patient had to have two caesarean 
sections at an interval of two years, the first with nupercaine 
and the second with xylocaine, exactly the same technique 


being used.on each occasion. With nupercaine she was 
uncomfortable and had to be given “evipan”™ after the 


birth of the baby—with xylocaine she felt nothing, and has 


indeed described her experience in another journal. 

The infrequency of partial failures with xylocaine may be 
explained by the extraordinary spread of the drug in certain 
cases. To cite another example, for a perineal operation a 
patient was given 25 ml. xylocaine between L 4 and L 5, in 
the sitting-up position. The resultant analgesia, although it 
spread to the coccyx as expected, also spread upwards as 
high as T9. It would, I think, be inadvisable to give 


xylocaine in a continuous caudal block to relieve the pains 


of labour, as analgesia would almost certainly extend above 
T 10 and affect the motor nerve supply of the uterus. 

I agree that the 2% solution is too strong, and habitually 
use a solution of 1.5%, but with this strength I find that 
analgesia cannot be guaranteed for longer than one and 
three-quarter hours. If, however, a Tuohy needle and in- 
dwelling catheter gre employed this is of small moment. 


Another curious property of xylocaine is the drowsiness _ 


which it induces. When using amethotaine for regional 
analgesia for thoracoplasty it is frequently necessary to calm 
the patient with light chloroform anaesthesia. With xylo- 


caine, on the other hand, they nearly always go off to sleep.— 
certain 


This may well be due to the more action of xylocaine. 
—I am, etc., 
London, W.1. Massey DAWKINs. 


Medical Aspects of Road Safety 

Sir,—All neurologists see an alarming number of 
epileptics who drive cars regularly. These persons 
perjure themselves when they apply for a driving licence, 
and even persuade themselves either that they know when 
a fit is likely to occur or that they have not got “real 
epilepsy.” The function of a doctor is not to inform against 
his patient, and the only remedy is a stricter physical exami- 
nation before a licence is issued, or the enforcement of 
severe penalties against unfit drivers. 

In this category of unfit drivers, I have seen in the last 
few years persons driving cars with severe paralytic disease 
of the legs and arms, entirely inadequate vision with 
bilateral cataracts, and advanced cardia¢ disease. It is 
noteworthy that the patient in every case considers him- 
self entirely fit to drive and refuses to admit that he could 
not do so, and it is strange how often quite reasonable 
people become entirely unreasonable if their fitness to drive 
is in any way questioned. They never will admit that at 
any time their physical unfitness may be responsible for the 
death of an innocent person. 

In a large hospital at least 60% of all motor accidents 
admitted during the evening and over the weekend have 
involved drivers who have taken alcohol, and, whilst many 
of these drivers could not in any way be said to be drunk 
in the accepted sense of the term, their reaction time has 


been sufficiently impaired and delayed to make them unfit . 


to drive a motor vehicle. We in this country have 
entirely neglected the problem of the alcoholic driver, and 
the only solution which seems at all practicable is the 
adoption of the Scandinavian method of prosecution if the 
driver of a motor vehicle is found to have a blood alcohol 
of over a certain figure. The adoption of this measure in 
Sweden has greatly diminished road accidents. It is interest- 
ing to see in Sweden how carefully this law is respected and 


how, in a couple attending a cocktail party, either the hus-— 


band or the wife will take only soft drinks. 
At times this law may appear to be unfair, as recently 


was shown in the case of a Swedish surgeon who was_ 


convicted although his raised blood alcohol was found at 
least 12 hours after any consumption of alcohol and was 
due presumably to a slow absorption from the stomach. 
This may seem unduly hard on the motorist. Persons 
in charge of other vehicles should also be physically fit, 
and if an alcoholic pedestrian is responsible for an accident 
the same penalties should be applied.—I am, etc., 
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School Medical Service 


Sin,—Your commentary (January 26, p. 210), conclusions, 
and great disappointment that the Hore Ln of children found 
verminous at school is falling so slowly just show how mis- 
leading statistics can be. Statistics compiled from the reports 
of school medical officers, which are compiled from the 
figures given by the nurses who make the inspections, whose 
findings depend on the frequency and accuracy of their 
inspections and the standard they adopt, cannot be regarded 
as even approximately correct so long as the factors on 
which they are based vary so widely as they do at present 
and when compared with the past. 


The standard alone can play havoc with any statistics unless 
the same standard is used by all. Within the past 15 years the 
definition of what constitutes a verminous head has varied from 
heavily infested to the one nit standard now recommended by 
the Ministry of Education. But how many work to this standard 
is anybody's guess, and how many who say they do spend enough 
time to make sure that they do is also anybody’s guess. The 

‘+ results of Dr. Mellanby’s investigation into the incidence of head 
lice in 1940 when he found 50% or more of schoolgirls’ heads 
were infested, and of a further investigation in-1947 which showed 
over 41% infestation in girls aged 9 to 13 in cities, compared 
with the mere 8% mentioned by the chief medical officer in his 
report on the health of schoolchildren for the years 1948 and 
1949, illustrate very well the difference in results obtained when 
all the factors are comparable and when they are not, and how 
erroneous it is to draw conclusions from the latter. 

However, I can assure you from my own experience as a 
school medical officer that the position now is much better than 
15 years ago and than it appears to be statistically, because 
heavily infested heads ‘are to-day as rare as they were common 
in the past. I think all my colleagues who can look back 15 
years or more will agree with that. Even if the statistics men- 
tioned by the chief medical officer are correct, which I beg leave 
to doubt for the reasons already given, they are not comparable 
with statistics of 15 years ago, when only really verminous heads 
were classed as verminous, whereas those with a few nits, much 
less one nit, were unmentioned or completely overlooked. As 
Dr. Joad would say, it all depends what you mean by verminous. 


Your final recommendation that local authorities should 


combine to attack infestation at its source received scant 
support from the powers that be when they cancelled the 
Scabies Order (1941) with almost indecent haste, and so 
deprived local authorities of the power to follow up 


infestation to its source.—I am, etc., 
Gosport. G. W. FLEMING. 


Attempted Suicide 


Sm,—One cannot but admire the humanity of the 
approach to the question on attempted suicide (“ Any 
Questions ?” February 9, p. 339). However, though the 
question primarily concerned general practice, I feel the 
answer should be amplified lest junior hospital residents 
should be lulled into a sense of false security. Recently a 
hospital medical officer was severely criticized by a coroner 
for not reporting such a case to the police, since there were 
suspicions of foul play. A hospital medical officer does 
not often know the full facts and, in my opinion, is most 
unwise not to report these cases. 

Another problem which I always found difficult was that 
of watching these people. When least expected an attempted- 
suicide patient may make a further attempt. To-day 
hospitals certainly have not sufficient nurses to watch these 
patients day and night. In the event of a second attempt 
being successful, the hospital resident may hear some harsh 
words from the coroner, particularly if the first attempt was 
not reported to the police. 

Therefore I urge hospital residents to cover themselves 
by immediately shifting the onus of watching these people 
on to the family or the police. The most satisfactory solu- 
tion, however, is to get the patient moved to a mental 
hospital for specialized treatment as soon as immediate treat- 
ment of the poisoning or injury has been successful.—I am, 
etc., 


London, N.4. PHILIP JACOBS 


Lysivane in Parkinsonism 


Sir,—On reading the article by Dr. Hugh G. Garland 
on parkinsonism (January 19, p. 153) I was very interested 
in the reference to pain and Gacomttert in the joints and 
muscles. 

I have recently treated a woman aged 74, who has had the 
disease for some years and been bedridden for the last ten 
months. All the characteristic signs and symptoms were present, 
notably severe pain and stiffness in the shoulder-joints and pain 
in the epigastrium. No cause could be found to account for these, 
other than that they were part of the syndrome. 

Treatment had been given with the usual drugs, belladonna, 
stramonium, etc., with no improvement. Four months ago she 
was put on “ lysivane,” four tablets daily. Improvement was 
apparent immediately, most marked being the disappearance of 
pain both, in the shoulder-joints and epigastrium.. Within a 
reasonable time the joints were mobile. The patient has pro- 
gressed remarkably and can now move about the house unaided. 


No other treatment has been given during the past four 
months, and no toxic effects noted from the drug.—I am, etc., 
Leicester. Eric Lopce. 


Iridectomy in Congestive Glaucoma 

Sir,—]t was a pleasure to read Mr. John Foster's masterly 
survey of the common causes of curable blindness (Febru- 
ary 9, p. 318). I do not, however, share his optimism con- 
cerning the result of iridectomy in congestive glaucoma. 
90% of cases may well be cured of increased tension, but 
the visual results are the most dismal in ophthalmology, and 
depend upon the duration of the acute attack more than 
upon any particular type of operation. 

In regard to cataract, Mr. Foster states, inter alia, that 
if care is exercised in not reading when the eyes are tired 
the changes in vision are usually slow. I do not think we are 


. really justified in restricting our patients’ visual activities in 


this way, and I shall be glad to know if Mr. Foster has any 
arguments in support of his statement. May I be allowed to 
qualify Mr. Foster’s remark that “cataract extraction is 
performed under local analgesia”? Thanks to the intro- 
duction of thiopentone, and the co-operation of Professor 
Macintosh and his staff, it has been possible at Oxford to 
introduce general anaesthesia for all cases where such an 
anaesthetic may safely be used. Most general surgeons 
appreciate the comforts of general anaesthesia, and I do not 
think it will be long before ophthalmic surgeons follow their 
example in cataract surgery.—I am, etc., 
Oxford. Victor PurRVIs. 


Peckham Health Centre 


Sir,—I notice that in your annotation on family research 
at Peckham (February 9, p. 317) you state that the L.C.C. 
will “keep in being what has been described as the only 
experimental station where mankind can pursue one aspect 
of his proper study—man in his environment.” 


With the good will of the Ministry of Health and the L.C.C., we 
—the originators of the experiment—could have had financial 
backing from the same sources as they are now about to tap. 
Their blessing and approval were denied to us. True, at one 
period in their consideration of our proposals before the war, 
they offered us financial help—but “ on conditions.” In the face 
of their disapproval we could do nothing to gain the necessary 
financial help from the various foundations, capable and in some 
cases willing to give it. Scientific experiment cannot be carried 
on “on conditions.” Any experiment must dictate its own 
conditions. 

Our previous denim had led us to the hypothesis that 
the human organism was the home with its family nucleus and 
that this was so in virtue of Nature’s tendency to wholeness, 
health, and healing. General practice was founded and practised 
in the ‘home with its nucleus, the family. From time immemorial 
medical art and science have rested on Nature’s tendency to 
wholeness and health, and, indeed, though both have deserted the 
home both still trade on that natural tendency. It is well recog- 
nized that the success of the physical sciences, as distinct from all 
biological branches of science, rests on the other and antithetic 
tendency in Nature—the natural tendency to a maximum, or 
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allness—i.e., the entropy principle of Clausius. I am often 
tempted to speak of the natural tendency to wholeness and health 
as the eutropy principle, on which the science of hygiene has 
still to be founded. : 

We have cleared the ground already—collected the material 
suitable for study and developed new techniques, Now the L.C.C. 
has commandeered the site to meet a dire emergency in the disease 
of the nation. (In this connexion see Dr. Ffrangcon Roberts 
(February 9, p. 321).) Nevertheless the authorities, having stifled 
this work at Peckham, still seek to acquire its prestige. 


One feature of the Peckham technique will have been care- 
fully noted by the B.M.A. After every cure (either in 
hospital or by the general -practitioner) the discharged 
patients submitted themselves as a routine for a health 
reassessment. In other words, not by design but’ by. 
necessity we have become a sort of censor to medical 
efficiency in all branches of therapy. Could that be one of 
the objectives the authorities have in view? Has every 
therapy now to have its official censor? I would insist that 
the Family Club at Peckham was an experjment ; it was not, 
as some of my medical critics assume, a borstal institution 
for delinquent parents, In this Peckham experiment we have 
reproduced the conditions of the village green across which 
the general practitioner continually moved through the life 
of the village. We shall rest content if through our experi- 
ment, truncated though it is, we have focused attention on 
the home with its nucleus, the family, and spotlighted the 
primary principle, Nature’s own tendency to wholeness, 
health, and healing—I am, etc, 

Rotherfield, Sussex. G. Scott WILLIAMSON. 


Malignant Granuloma of the Nose 


Sir,—l would like to comment on the interesting paper by 
Drs. I. B. Sneddon and J. Colquhoun entitled “Granulo- 
matous Ulcer of the Nose Treated with Chloramphenicol ” 
(February 9, p. 298). 

This disease is commonly known, owing to its usually fatel 
outcome, as “ malignant granuloma of the nose.” Williams 
(1949) suggested. calling it “lethal granulomatous ulceration 
involving the midline facial tissues.” A successfully treated case 
therefore merits hopeful attention. 

The aetiology and pathology of the condition are obscure. 
Antecedent chronic infection and bacterial hypersensitivity are 
factors certainly to be considered. The authors have presented 
therapeutic evidence for the bacterial origin of the condition of 
their patient. The lack of histological evidence will, however, 
make it more difficult to correlate their findings with those in 
other cases of malignant granuloma of the nose with a similar 
bacteriology. 

We have described a patient with the peculiar association of 
“ malignant ” giant cell granuloma of the nose and polyarteritis 
nodosa (Howells and Friedmann, 1950). Cultures from the 
maxillary antrum showed, as in the authors’ case, a mixed growth 
of . Streptococcus betahaemolyticus, penicillin-sensitive, and 
Staphylococcus pyogenes, sensitive at first to penicillin. After 
intensive treatment with 16 mega-units penicillin only Staphylo- 
coccus pyogenes, now penicillin-resistant, could be grown. The 
patient died of uraemia, and this organism was also grown from 
post-mortem specimens from the sinuses and spleen. We have 
suggested that the granulomata in the nose could be a local 
manifestation of the generalized vascular disease, due to hyper- 
sensitivity to an unknown bacterial or chemical agent. 

This association of granulomatous lesions in various organs 
with polyarteritis nodosa has been frequently noted (Lindsay 
et al., 1944; Weinberg, 1946). Other authors, and otorhino- 
laryngologists in particular, have focused their attention almost 
entirely on the local lesions in the nose and sinuses. Only in 
two of the ten cases referred to by Stewart (1933) was there 
a necropsy performed, apparently without further microscopical 
examination of the orgafs. On the other hand, many pathological 
reports on polyarteritis nodosa have not mentioned the histology 
of the nose and upper respiratory tract, though not infrequently 
there has been a history of long-standing infection of the upper 
respiratory tract in these cases. The relationship of the peculiar 


granulomata to the vascular lesions is difficult to explain. Hyper- 
sensitivity due to chronic infection may be the underlying cause 
leading to the terminal development of polyarteritis nodosa. In 
some Patients, however, the granulomatous lesions in the nose 
and sinuses may possibly represent a local manifestation of the 
vascular disease itself. The author’s case apparently does not 
belong to this group of malignant granuloma of the nose. 


That polyarteritis nodosa does not develop in every patient was 
shown, for example, by the interesting case of lethal granulo- 
matous ulceration of unknown aetiology of the upper respiratory 
tract presented by Stansfeld at the meeting of the Pathological 
Society in Cambridge, January, 1952. 


—I am, etc., 
London, W.C.1. 
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I. FRIEDMANN. 


Sir,—The treatment of malaria by intramuscular. injec- 


tion of quinine has been discussed recently in your columns 


by correspondents of considerable experience and repute. 
The debate on this point has been resumed as regularly 
and as inconclusively as the wall game of a noted school. 
It is difficult to avoid inferring that here is a question fdr 
which there is no nicely calculated yes or no. 

It is certain that in therapeutic effects quinine is less 
successful than the newer preparations in use in eradicating 
all forms of the malaria parasite. Quinine is, secondly, a 
drug with unpleasant-sidé-effects, and on intravenous admini- 
stration its direct access to’ the tissues results in cytolysis 
unless it is well diluted. That cytolysis amounting to macro- 
scopic necrosis may occur after intramuscular injection has, 
in the third place, been widely recognized for a long time. 

So let us review the circumstances under which its proponents 
use the injection intramuscularly. The_ patient in the .average 
instance is distressed and complains of profound malaise and 
nausea; oral feeds are not retained in amounts adequate for 
tissue needs ; sweating is profuse and there is considerable weak- 
ness. ~ Even if the physician is not beset with the care of many 
other cases, nor by the pleading of the patient's family, he 
cannot ignore the fact that this is a medical emergency which has 
potential dangers. 

At this, point the administration by various routes of mepa- 
crine, proguanil, and similar preparations has often had complete 


~ success. The use of intramuscular injection of quinine at this 


point nevertheless produces in most cases (as ex-patients, such as 
Dr. H. G. Caldwell (November 24, 1951, p. 1280) and myself, can 
attest) a far more rapid improvement and removes the possibility 
of a serious outcome. But, realizing that this is strongly disputed 


’ by the anti-cinchonists, I would like to say that it has been very 


reassuring to see the clear statement on this by both Sir Gordon 
Covell (October 27, 1951, p. 1021) and Sir Philip Manson-Bahr 
(December 8, 1951, p: 1403). % 
It would be of practical value to know (1) whether any of your 
correspondents have made a practice of having the injection site 
massaged gently for half an hour or so after administration with 
a hot (or very warm) water bottle; (2) how many of your 
correspondents utilize the quadratus femoris muscle for any intra- 
muscular injections (soreness in the thigh does not as a rule 
impede sitting or writing); (3) whether therapists in this and 
other medical fields have found it possible to obtain a wide 
canvass of the views of colleagues who have both suffered an 
attack of the condition and also treated it in patients. 


—I am, etc., 3 
Jamaica. ; K. C. Royes. 


Sir,—I have been very much interested by the correspon- 
dence on the subject of quinine injections, as, in the course 
of the past three years in a highly malarious district, I have 


had a fairly large experience of their use and abuse. 


My own initial reaction on arriving in this area to the 
practice of giving quinine by injection intramuscularly was ~ 
wholeheartedly to condemn it, as our out-patient department 
was very seldom without a case which had developed an 
abscess as a result of an injection given by outside practi- 
tioners. I may say that, having probably handled several 
thousand cases as out-patients who have had quinine injec- 
tions intragluteally, I have never seen a case of tetanus — 
could be attributed to the mya 

I would agree with Dr. Harrison (December 8, 1951, 
p. 1403) when he attributes the efficacy of the injection method 
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to the slow absorption from the injection site. + eg ee 
our main method of attack against malaria, and | have been 
very disappointed with proguanil in attacks of malignant tertian 
malaria. The nausea and vomiting so often associated with 
severe attacks make oral administration very uncertain. The 
ability to create a reservoir of quinine by daily injection given 
about an hour before sporulation is the surest method I have 
found of checking a severe attack and of giving a low relapse 
rate. 

The three important factors I have found which prevent any 
severe local or general effects from an intragluteal injection are 
the type of quinine salt (we always use the dihydrochloride as 
being the least toxic locally), the sterility of syringe, needle, and 
skin, and the site of injection. This last is very important, as 


many injections which have gone wrong in this hospital have 


been traceable to the habit of giving them too high in the 
buttock, into subcutaneous fat. Quinine must be injected deeply 
intramuscularly. 

Over the past three months, when about 200 were given here, 
there has been no case of gluteal abscess, as these three factors 
have been carefully observed. Previous mishaps were due mainly 
to lack of care in the last. 

I would personally attest to the value of intragluteal quinine 
injections, as I had a course of daily injections during a severe 
attack of malignant tertian which occurred despite prophylactic 
proguanil. -A small, sterile necrotic area appears to be formed, 
from which absorption occurs, probably over about eight weeks. 


I would like to emphasize that so long as the injections 
are given in a careful manner, realizing the inherent dangers, 
quinine dihydrochloride by intragluteal injection has a very 
definite place in malarial therapy, especially in M.T. 
infections.—I am, etc., 

Rajshahi, East Pakistan. Ian T. PATRICK. 

Suis his ‘letter in- your issue (January 26, p. 220) 
Colonel Harrison, I think, «fiisses the main point which I 
endeavoured to make in mine.in that of January 12 (p. 104). 
This was that the injection of quinine is a valuable life- 
saving measure in an emergency, but should, in my opinion, 
be reserved for such occasions, and that the intravenous 
route should be employed if an accessible vein can be found, 
and the intramuscular method used only when this is not so. 

In cerebral malaria, where rapidity of action is vital, it is 
generally agreed that the intravenous route is the only useful 
one, and in such cases a vein must, if necessary, be exposed. 
But cerebral malaria, though the chief, is not the only, indication 
for injection therapy: the algid and haemorrhagic types of sub- 
tertian malaria among others can produce grave emergency, 
uncontrollable per os and fully justifying injection. My thesis 
is that in these cases also the intravenous route is that indicated, 
though I would not claim that the indication is so absolute as to 
call for the exposure of a vein if none can otherwise be found. 
But I cannot agree that a procedure which demonstrably causes 
necrosis of tissue is called for in the ordinary uncomplicated 
case of acute malaria. Still less, pace Colonel Harrison, is it 


indicated in chronic cases. 

Fortunately the point is nowadays almost academic, for the 
synthetic antimalarials, now in general use, are extremely 
efficacious in these cases. There are injectable preparations on 
the market which can safely be given intramuscularly, and the 
blood levels, I am informed, can relatively easily be determined. 


I agree entirely with Colonel Harrison on the need for 
training medical subordinates in good intramuscular tech- 


nique generally, but would point out that this is mofe easily 


secured in military units with their greater centralization 
than in civil districts with their scattered dispensaries and 
more exiguous staff.—I am, etc., 


London, S.W.1. J. B. HANceE. 


Carcinoma of the Stomach 
Sir,—Drs. \B. F, Swynnerton and S. C. Truelove, in their 


interesting survey of carcinoma of the stomach (February 


9, p. 287), tell us that a barium meal is the most accurate 
single diagnostic procedure. Unless I have misread them, 
their follow-up was of positive findings, and they have no 
means of being sure how many cases with negative radio- 
logy died elsewhere of gastric neoplasms. One finds doctors 


naturally reluctant to make such a diagnosis after a norma} 
skiagram, so that these cases tend to escape notice, but they 
are not rare and should be taken into account. During 
the past four years I have seen seven patients dying of 
gastric cancer, in each of whom a barium meal at the onset 
of symptoms was reported as normal by a competent radio- 
logist, and this is a much larger fraction of my experience 
of the disease than the 10% of radiological failures recorded 
by your correspondents. Final diagnosis rested on laparo- 
tomy or necropsy. No blame attaches to the various 
radiologists, who in some types of growth are set an 
impossible task, but before we can improve the results of 
treatment of this condition we must’ have a more reliable 


means of confirming our clinical suspicions.—I am, etc., 
London, W.1. C. P. Petcu. 


Sir,—The paper by Drs. B. F. Swynnerton and S. C. True- 
love (February 9, p. 287) on carcinoma of the stomach 
contains much interesting information but one notable 
fallacy. It compares survival rates in two groups of patients 
which are, as the authors themselves admit, not comparable. — 
The groups contain, respectively, the growths which were 
advanced and those which were still (irrespective of the 
length of history) in an early stage: or, in brief, the hopeless 
and the hopeful. It is not the. fact that a growth was 
resected but that it was resectable that, as their work shows, 


influences the period of” survival.—I am, etc., 


Hove. CONSTANCE M. OTTLEY. 


Methonium Compounds and Muscle Relaxants 

Sir,—Drs. F. C. MacIntosh and W. D. M. Paton (J. 
Physiol: Lond., 1949, 109, 190) have reported that, in the 
cat with autonomic ganglia blocked chemically by nicotine 
tartrate or tetraethylammoniom iodide, the intravenous in- - 
jection of p-tubocurarine or dimethyltubocurarine causes a 
fall in blood pressure due to histamine release. 

The methonium compounds, which act by blocking the 
autonomic ganglia, are now being used in anaesthesia to 
produce controlled hypotension. It would be interesting 
and also important to know if anyone has observed a further 
fall in blood pressure or prolonged hypotension occurring, 
following the injection of muscle relaxant, in patients on 


whom the above technique has been used.—I am, etc., 


Glasgow. W. SNIPER. 


Nomenclature of Diseases and Operations 


, Sir,—I read with much interest the letter of Dr. W. A. 
Bourne (February 9, p. 330). I agree with Dr. Bourne that 
the American Standard Nomenclature is superior for clini- 
cal purposes to the International Classification. Although 
I can only speak with any authority on my own subject of 
ophthalmology, I have used the Standard Nomenclature of 
Diseases and Operations for the last few years to classify 
general extracts from the literature and have found it most 
helpful. It follows a logical system in which diseases are 
considered, first by their anatomical’ location, and second 
by presumed aetiology ; three numerals are allotted to the 
first group and three numerals to the second, with extension 
of this where greater detail is necessary. 

The new (4th) edition which I received recently is an 
advance on previous ones, particularly in relation to toxic 
conditions, and usefully gives the International Classifica- 
tion in_an appendix, so that the two may be compared. It 
is at once obvious how meagre the International Classifica-. 
tion is for clinical purposes, some hundred different eye- 
conditions being included under the joint heading of “ other 
diseases of eye.” I can see little reason why the Standard’ 
Classification could not be used for broad statistical analysis 
in addition to its use for more detailed clinical analysis, if 
classes can be grouped—say, by the first two digits anatomi- _ 
cally and aetiologically. Possibly it is not immediately adapt- 
able in its present state. For example, I noted that there is 
no inclusive heading for “ All causes of puimonary oedema,” 
“ All causes of cirrhosis,” ““All causes of eosinophilia,” or- 
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“ All causes of jaundice.” I realize, of course, that these 
are purely symptomatic diagnoses and include many very 
varying diseases. The American system, with its insistence 
on an attempt at exact aetiology, possibly precludes a 
classification on a symptomatic basis. Is this the kind of 
grouping that administrators need, or_is an aetiological 
one not as good or better 7?—I am, etc., 
Agr. W. O. G. TAYLor. 


Sir,—Dr. W. A. Bourne (February 9, p. 330) has found 
the. International Statistical Classification of Diseases, 
Injuries, and Causes of Death unsuitable for the clinica] 
purposes in which he ‘is interested, and has suggested 
that the. World Medical, Association might appropriately 
consider a combined clinical and statistical system. The 
international statistical classification, like the obsolete 
Provisional Morbidity Classification of the Medical Research 
Council (1944), was not primarily designed either as a 
nomenclature of diseases or as a diagnostic index for clinical 
recording and research. For purposes of nomenclature there 
is already in this country the admirable Nomenclature of 
Disease of the Royal College of Physicians (7th ed., 1948). 

The need for a diagnostic index for clinical purposes, 
particularly in respect of hospital records, has been recog- 
nized by the Registrar-General’s advisory committee on 
medical nomenclature and statistics. The committee con- 
sidered that the international classification might well form 
the basis of such a diagnostic index. Accordingly a sub- 
committee has recently been appointed to examine the possi- 
bility of adapting the international classification for this 
purpose. Already the subcommittee has inquired from a 
number of hospitals known to be using it how far it has been 
found suitable as the basis for a diagnostic index, and what 
adaptations have been found necessary to meet the needs 
of particular specialties. 

It would be of considerable help to the subcommittee if 
clinicians would bring to my attention any shortcomings of 
the international classification for the clinical purposes in 


which they are interested, together with their suggestions for 


its expansion or modification.—I am, etc., 


W. P. D. LoGan, 
General Register Officer, Chief Medical Statistician. 
Somerset House, W.C.2. 


POINTS FROM LETTERS 


Treatment of Tropical Ulcers 

Dr. T. C. Haciinan’ (Jamaica, B.W.I.) writes: I was very 
interested in the article by Dr. H. D. O’Brien (December 29, 
1951, p. 1544). I was quoted as having treated 15 cases of small 
tropical ulcers, and an indefinite number of large ones. In fact, 
in my original article the only figure I mentioned was a total 
of 188 cases. In actual fact 87 of these were small ulcers and 
the remaining 101 were medium (2 to 3 in. (5 to 7.5 cm.) 
diameter) or large (4 in. (10 cm.) or larger). I now have 
a total of 1,023 cases treated, and my results remain the 
same, in time of healing, as mentioned in my original article. 
One thing, however, I did not mention in the article is that almost 
all of my cases receive ambulant treatment and go about their 
normal work during the period of treatment, and even my worst 
cases could resume work within two weeks or less of commencing 
treatment, with only two exceptions, in whom ulcers involved a 
large part of the heel and sole of the foot, baring both bone 
and tendon. These took six weeks before resuming work. The 
dressings were applied only once a week, preferably one in two 
weeks, and are very simple in application, pot needing a skilled 
dresser. Thus the loss of man-power and earning capacity on 
the part of the workers is almost negligible,,and there is also 
great economy in dressings and doctors’ time. One other fact 
has been observed recently—that if no yeast or other form of 
vitamin-B complex is taken the ulcers take at least half as long 
again to heal. This supports the theory that these ulcers are 
basically a nutritional deficiency disease. 


Correction \ 

Owing to a printer’s error the word “ arthritis ” was substituted 
for “ arteritis’? in the penultimate line of the letter on diabetic 
ey from W. E. and E, V. Shute in our issue of February 2 


‘ 


Obituary 


Sir RICHARD LUCE, K.C.M.G., C.B., F.R.CS. 


We record with regret the death, which took place on 
February 22, of Major-General Sir Richard Luce, for 
many years senior surgeon, and later consulting surgeon, 
to the Derbyshire Royal Infirmary. 

Richard Harman Luce was born in 1867 at Malmes- 


bury, Wiltshire, the son of an Army colonel. He went — 


to school at Clifton College, and from there went on to 
Christ’s College, Cambridge, taking the B.A. with first- 
class honours in .the Natural Sciences Tripos of 1889. 


In that year he entered as a student at Guy’s Hospital, 


and qualified in 1893. He . 
proceeded to the degrees 
of M.A., M.B., B.Ch. in 
the same year. After a 
period as house-surgeon 
and obstetric registrar at 
Guy’s and another house- 
surgeoncy at York County 
Hospital, he began surgical 
practice in the North 
Midlands, making his 
home at Derby. He took 
the F.R.C:S. in 1894. 

From .1909 to 1913 he 
was A.D.M.S., North Mid- 
land Division, Territorial 
Force, and in the war 
which began in 1914 he 
served in Palestine, Gallipoli, and Egypt, becoming, 
in 1918-19, Director of Medical Services, Egyptian Expe- 
ditionary Force, with the rank of major-general. He 
rendered conspicuous service in the war, was mentioned. 
in dispatches, and was invested with the C.B. (military) in 
1916, the C.M.G. in 1918, and the K.C.M.G. in 1919. 

In 1924 Sir Richard Luce entered Parliament as Con- 
servative Member for his adopted city of Defby. His 
election for such a constituency, the stronghold of one 
of the then leaders of the Labour party, must be ascribed 
to his personal popularity, for the other Conservative 
candidate who ran with him for the two-member seat 
was some thousands below him at the poll. He did quiet 
but good work in the House of Commons, and was a 
useful accession to the Parliamentary Medical Com- 
mittee, but he failed to retain his seat at the next general 
election in 1929. 

In Derby he built up a sound reputation as an operat- 
ing surgeon, and in addition to his work at the Royal 
Infirmary, where he was energetic in promoting plans 
for new buildings, he was surgeon to the Derbyshire 
Hospital for Sick Children and consulting surgeon to 
the Ripley and Wirksworth cottage hospitals. He served 
as medical referee under the Workmen’s Compensation 
Act in the Derby county court circuit. 

For some years Sir Richard Luce had a seat on the 


\Press Portrau Bureuw 


Council of the B.M.A., and he gave long and patient « 


service to its Hospitals Committee, of which he was 
chairman. It fell to his lot to pilot some large revisions 
of hospital policy through the meetings of the Represen- 
tative Body in the early nineteen-thirties, and, although. 
he was not a man who cultivated the platform, he 
showed quite extraordinary skill, foresight, adaptability, 
and openness of mind in dealing with a most intricate’ 


? 
i 
- ‘ 
5 
\ 
Be 
Us 
‘ 
t 
a 
’ 
ae 
a 
4 
{ i 
4 
| 


494 Marce 1, 1952 


OBITUARY 


FOURNAL 


and often tiresome subject. In addition to this work he 
also served for a term as president of the Midland 
— and chairman of the Derby Division of the_ 

After his retirement from hospital and consulting 
practice in Derby, Sir Richard Luce went to live in 
Hampshire, the native county of his wife, who was the 
daughter of Sir John Scott, of Bournemouth. They had 
five children—three daughters and two sons, the younger 
of whom died in. India. One of Luce’s first activities in 
retirement was to write a history of the old Benedictine 
monastery in his native town of Malmesbury. Archae- 
ology shared with music his recreational interest, and 
he was president of the Hampshire Field Club and 
Archaeological Society. In later- years hé became an 
authority on the history of Romsey Abbey, and pub- 
lished a book on the subjéct in 1948. He himself helped 
in the work of making tapestries needed for the restora- 
tion of some of the Abbey’s furniture. It was inevitable 
that his fellow citizens in Romsey would elect him to 
the borough council, and he was mayor of the town from 
1935 to 1937. In addition he was a co-opted member of 
the health committee of the Hampshire County Council. 
He was chairman of the Hampshire County Medical 
Advisory Committee and county controller of the 
V.A.D.s. Few men can have had a more active 
“ retirement.” 

Always modest and kindly in demeanour, and sparing 
himself no pains to be of service to his colleagues and 
his patients, he was most popular among them, and 
although he went into politics it is to be doubted whether 
he ever had a single enemy. Some will remember, years 
after his retirement from active participation in Asso- 
ciation affairs, the great welcome he received from his 
old colleagues when he appeared at the Annual Meeting 
of the Association at Plymouth in 1938. 


Dr. Hugh Barber writes: When I first knew Richard Luce, 
in 1906, he had been established in Derby for 11 years. 
Holding the post of honorary surgeon to the Derbyshire 
Royal Infirmary, he was accepted by the medical profession 
as the leading consulting surgeon in the district. At the 
same time‘he was engaged, single-handed, in a busy general 
practice. He would be driven round in his dog-cart in the 
morning until towards lunch-time, when he would visit the 
hospital. For his out-patient session once a week, which 
began at noon, he was always punctual, as also for his 
operating sessions, which would be in the afternoon. During 
his emergency week he would cycle to hospital to operate in 
the evening or at night. Although, like the majority of the 
profession, he changed from horse transport to a motor-car 
in 1906, he still used a bicycle for emergencies, because cars 
had not the conveniences or reliability which we know to-day. 

It is true to say that he succeeded in both general practice 
and consulting work. He was quick by temperament, 
making up his mind to the correct decision without delay. 
His patients knew that they could not detain him unneces- 
sarily, but that nothing essential for their care or comfort 
would be neglected. In hospital he gained the respect and 
affection of colleagues, residents, nursing, and administra- 
tive staff. Although an influential member of the hospi- 
tal board, he had little time for committee work, but gave 
his advice freely behind* the scenes. Understanding the 
anxieties of a general practitioner, he was a delightful 
colleague to call in for a difficult problem. In taking a 
history he would go straight to the root of the matter 
and keep others to the point. On one occasion, when 
questioning a man about a pain not very well defined, he 
was interrupted by a wife prepared to describe her husband's 
symptoms. His immediate response—‘“ You cannot tell me 
if he can’t "—was accepted as a reasonable correction by a 
woman who could realize that the case was in good hands. 


After his distinguished war service from 1914 to 1918— 
which was the outcome of his former work as a Territorial 
—he returned with well-deserved honours and confined 
himself to consulting surgery. Two years before reach- 
ing the age when his retirement from hospital work was 
due he was invited to stand for Parliament as Conservative 
candidate, and his election in 1924 was a tribute to his high 
reputation in the town rather than to fixed political 
principles. He was a man of exceptional energy and 
enthusiasm, but always courteous. He earned the grati- 
tude of many patients, a large number of whom were 
doctors or their relatives. Outside his professional work 
he was gifted in music and art. His success as an Army 
administrator was only to be expected. 


Sir FRANK GUNESEKERA, C.B.E., M.R.C.S. 


The sudden death Of Sir Frank Gunesekera while attend- 
ing a reception at the Governor-General’s residence in 
Colombo on January 23 came as a shock to his family 
and to his numerous friends and patients throughout the. 
length and breadth of Ceylon. 

Frank Arnold Gunesekera was born on November 14, 
1887, the,son of the late Mr. Francis Gunesekera, J.P., 
and was educated at the Royal College, Colombo, and 
at the Ceylon Medical College, from which he qualified 
in 1910. He held the post of house officer at the General 
Hospital, Colombo, for one year, and then proceeded to 
England for further medi-_ 
cal studi¢s at the London 
Hospital Medical School, 
taking the M.RCS., 
L.R.C.P. in 1913. Return- 
ing home immediately, he 
was in private practice in 
Colombo, and for very 
many years until his death 
had one of the busiest 
practices in Ceylon. In 
1914 he was commissioned 
in the’ Ceylon Medical 
Corps and was medical 
officer in charge of the 
combined hospital for | 
British, Australian, and — 
Sinhalese Servicemen 
during the 1914-18 war. He was appointed O.B.E. 
(Military Division) in 1935, was awarded the Efficiency 
Decoration in 1936, and was Commanding Officer of the 
Ceylon Medical Corps from 1935 to 1939. In 1937 he 
represented the Ceylon Defence Force at the Coronation 
of the late King George VI, and in 1938 was appointed 
Honorary Surgeon to the'Governor of Ceylon, being the 
first medical man in Ceylon to receive the honour. 

With the creation of an Upper House in the new 
Dominion of Ceylon, established in 1947, Sir Frank 
Gunesekera was nominated by the Governor-General, 
“on the recommendation of the Ceylon Branch of the 
British Medical Association, to represent the professions 
in the Senate—a fitting tribute to a highly respected 
member of the medical profession. His services to the 
State were soon recognized and he was appointed C.B.E. 
(Civil Division) in 1948. Thus he became the recipient 
of an appointment in both the Military and Civil Divi- 


_sions of the Order of the British Empire, receiving 


special permission to wear both insignia. In 1950 he was 
created a knight, an honour he regarded as a tribute to 
the profession of his country. Shortly before his death the 
Upper House elected him Deputy President of the Senate, 
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Sir Frank Gunesekera took a leading part in the 
medical affairs of Ceylon, and was particularly interested 
in maintaining a high standard of professional ethies. 
An enthusiastic member of the Ceylon Branch of the 
British Medical Association, he was its president in 
1931-2. He was also a member of the Ceylon Medical 
Council since its inception in 1925, and had been its 
vice-president since 1933. He served on numerous com- 
mittees. As a member of the Ceylon University Court, 
University Council, and the Faculty of Medicine, he 
expressed his views forcibly and frankly. In addition, 
he will be remembered always as an ideal practitioner 
and as a lovable and upright man. With his personality 
and charm, Sir Frank Gunesekera had thousands of 
patients, both rich and poor, who came to him from all 
parts of Ceylon for advice and treatment, and who 
left him carrying with them an everlasting affection and 
regard. An engraved card found in his notebook after 
death bore testimony to his ideals. On it were the 
words: “The glory of life is to love, not to be loved. 
To give, not to get. To sérve, not to be served. To be 
a strong hand in the dark to another in the time of need. 
To be a cup of strength to any soul in a crisis of weak- 
ness. This is to know the glory of life.” The funeral 
of one of the most beloved physicians of Ceylon took 
place on January 24 at the General Cemetery, Colombo, 
in the presence of a large gathering of mourners. 

Sir Frank Gunesekera leaves a widow, four sons, two 
of whom are members of the medical profession, and 
two daughters. We offer our deepest sympathy to them. 
—O.E. R. A. 


J. ELFORD, Ph.D., F.R.S. 


By the death of Dr. William Joseph Elford on February 
14 at the early age of 52, medical science lost one of the 
pioneers in virus research. 

Born in 1900, Elford spent his early life and school- 
days in Malmesbury in Wiltshire. He gained a scholar- 
ship to Bristol University, where he graduated B.Sc. in 
1923. His research career began under Professor J. W. 
McBain, F.R.S., during tenure of a Colston research 
fellowship. In 1925, after he had proceeded to the 
degree of Ph.D., he joined the scientific staff of the 
National Institute for Medical Research at Hampstead 
as a physical chemist to be mainly concerned with 
problems in virus research. This appointment was soon 
to bear fruit. Elford developed in the mysteries of virus 
diseases an absorbing interest which he was never to 
lose. 

Very little was known at this time about the filter- 
passing viruses, until Elford developed a method for 
measuring their size. This he achieved by filtering the 
virus through an accurately calibrated series of collodion 
membranes of graded pore size. His “ gradocol ” mem- 
branes became widely known and used in virus labora- 
tories. Subsequent development of the electron micro- 
scope has provided confirmation by direct measurement 
of the accuracy of his method. During the war he 
applied his knowledge of physical chemistry to the study 
of air disinfection and the production of aerosols. Later 
he renewed his early interest in bacteriophage, and began 
to investigate the interactionof penicillin and bacterio- 
phage upon staphylococci. In 1949 Elford published 
his remarkable electron micrographs of the recently 
isolated strains of influenza virus adsorbed upon the 
laked chicken red cell. These photographs showed the 
presence of new “long forms” of the virus and were 
of extreme interest. 


His election in 1950 to the Fellowship of the Royal 
Society’ was richly deserved and undoubtedly gave him 
great pleasure. It is a tribute to his inventive genius 
that his two major contributions to science—the 
gradocol membrane and new electron microscopical 
method for virus research—have been key techniques 
which open up relatively easy access to much vital new 
knowledge. 

To his colleagues William Elford presented a quiet 


and retiring personality, while his closer collaborators - 


found he possessed scientific enthusiasm and a capacity 
for painstaking critical investigation second to none. A 
kinder or more pleasant teacher would be hard to find. 
The generous and helpful attitude he showed to his 
numerous scientific visitors was in part responsible for 
the large number of callers he received ; with all his 
friends and co-workers he maintained a very extensive 
correspondence. The output of work published on his 
own or in collaboration with others was very -consider- 
able, and behind it lay a vast amount of information and 
experience gained in nearly thirty years of research. He 
applied the most exacting standards to his work before 
publishing any results, and this fact was reflected in his 
scientific reputation, which was of the highest order. 
On entering his laboratory one was always impressed by 
its extreme tidiness, however busy the day or complex 
the experiment ; though in many respects a necessity, 
this tidiness was no mean achievement in research em- 
bracing physical, chemical, and microbiological studies 
of infectious and frequently virulent material. Elford 
was ‘a master in all these fields. Although he had 


received no biological training, it came as a surprise to — 


many of his co-workers to learn that he did not possess 
a medical degree ; however, he was always content to 
leave animal experimentation to his medically qualified 
colleagues. 

In recreation Dr. Elford was as active as in his work. 
Keenly interested ‘in all branches of sport, he was an 
excellent cricketer and tennis player. He played a 
prominent part in the origination and organization of 
the Institute’s athletic association. When a breakdown 
in health had put an end to his active participation in 
games he still continued. to be a frequent visitor to 
Lord’s, Wimbledon, and Twickenham. His early death 
will be keenly felt by his friends throughout the world : 
but Elford would surely have preferred a sudden end to 
a long separation by illness from his work; for this was 
his life.—J. E. H. 


Dr. F. H. Ropsins died very suddenly, of coronary occlu- 
sion, at his home in London on December 25, 1951, after 
having appeared to be in vigorous good health. Frank 
Hubert Robbins was born in 1887, the son of a distinguished 
dental surgeon. He was educated at.St. Paul’s School, 
Pembroke College, Cambridge, and St. Bartholomew’s Hos- 
pital. _His quiet, eafnest manner as a student earned him 
the nickname of “ Razzle.” He graduated B.A., with first- 
class honours in the natural sciences tripos, in 1909, and 
qualified M.R.C.S., L.R.C.P. in 1912. The next two years 
were spent in house appointments at St. Bartholomew’s 
Hospital. In the war of 1914-18 he joined the 85 Field 
Ambulance, R.A.M.C., T.A., and served in France, Salonika, 
and Gallipoli, and was awarded the Military Cross. (At 
his funeral his coffin was covered with the Union Jack 
that had flown wherever his ambulance was. stationed.) 
On demobilization he studied further and obtained the 


F.R.C.S.Ed. in 1920 and the B.M., B.Chir. in. 1923. He _ 


first practised at Leatherhead in Surrey, but very soon took 
over the late Dr. O. C. Shaw’s practice in Golders Green, 
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where he remained until his death. His appointments 
included those of surgeon to the Post Office, Treasury 
medical officer, chairman of a National Service medical 
board, and medical officer to the Hendon District Hospi- 
tal. He was chairman of the Hendon Division of the 
British Medical Association in 1934-5, and he often repre- 
sented the Division on the Metropolitan Counties Branch 
council. It was in committee that his sane advice was most 
appreciated. To his colleagues, who were deeply shocked 
by his death, he was looked upon as the ideal general 
practitioner and a most strict observer of medical etiquette 
in the best sense. He was a devout Christian, a good Free- 
mason, and was a Past Master of the Rahere Lodge. The 
latter part of his life was marred by the death of his son 
Anthony, a promising medical student, who died of infantile 
paralysis in Snowdonia while out with the Cambridge Climb- 
ing Club. He was further distressed when his other son was 
affected by the same disease, but happily only mildly. 
Because of his sufferings he was able to give wise and 
sympathetic help to all those who sought his advice. He 
will be greatly missed and long remembered by his patients, 
his colleagues, and by those who loved him-—C. B. W. 


Dr. SaMuEL Stuart Brown, who died suddenly on 
January 15, was educated at Ravenscroft School and at 
the Royal Belfast Academical Institution and Queen’s 
University, Belfast, where he graduated M.B., B.Ch. (with 
honours) in 1923. Soon afterwards he took over a large 
general practice at Fulham, in London, where he held 
appointments as police surgeon, medical adviser to the 
Chelsea Football Club,’ and physician to an. L.C.C. 
orphanage. In 1936 he returned to Belfast and ‘rapidly 
built up a large practice, work in which was interrupted 
by the war years, when he served for a long period .over- 
seas, including Burma, with the Royal Air Force, retiring 
with the rank of squadron leader. On returning, his prac- 
tice became larger than ever, and since the inception of 
the National Health Service he had been overworked. He 
retained his interest in children by becoming honorary 
physician to one of Dr. Barnardo’s homes. Added to his 
other work, he threw himself wholeheartedly into the affairs 
of the British Medical Association, and, as honorary secre- 
tary of the Northern Ireland Branch since 1949, he had 


carried a great portion of the responsibility for Ulster. For 


the last three years he had represented his constituency at 
the Annual Representative Meeting. In his younger days 
Dr. Brown was a keen athlete and a fine rugby player. 
He represented his province in the schools’ interprovincial 
games, and later was one of the best forwards playing in 
senior rugby. He carried his enthusiasm to London, and 
his advice was early sought by the local club. Latterly golf 
had been his game, and, although very busy in his practice, 
he usually found some time for it. He not only enjoyed 
the game itself but was very popular on the social side, for 
with his fine, commanding appearance and his attractive 
manner he made friends wherever he went. His funeral, 
one of the largest seen for a long time, was a testimony 
to the love in which he was held in the east end of Belfast. 
Dr. Brown is survived by his wife, a daughter, and a son, 
now a second-year medical student, oe to them we offer 
our deepest sympathy.—I. F. 


We announce with regret the death on January 28 of 
Dr. Ropert Moore Fraser at his home. in Knock, Belfast. 
Dr. Fraser was born in 1865, and was educated at the 
Royal Belfast Academical Institution and at Queen’s College, 
Belfast. He graduated B.A. at the old. Royal University of 
Ireland in 1885, and took the M.B., B.Ch. degrees five years’ 
later, proceeding M.D. in 1920. Dr. Fraser, who had lived 
in retirement for some time, had carried on an extensive 
practice in Knock and district for nearly 50 years. .\ man 
of many interests, he was’ the Ulster representative on the 
committee of the Scottish National Dictionary, and retained 
to the end his love of the classics. He was keenly interested 


im world affairs, especially European politics, and took a 


leading part in the historical section of the Presbyterian 
Church. In his own church at Knock he was the senior 
elder. He was a staunch Unionist, and in the 1914-18 war 
took an active part in the work of the Ulster Volunteer 
Force Hospital. Of a quiet, reserved nature, he was a 
staunch friend and a delightful companion. He was twice - 
married, first to Miss Margaret Ferguson, of Muckamore, 
and secondly to Miss Alice Cuthbert. He is survived by 
his wife ; one son, Ian Fraser, the Belfast wees and his 


daughter, Margaret. 


Medico-Legal 


NO VACANT BEDS 
[From Our MEDICO-LEGAL CORRESPONDENT] 


How far the hospital service falls short of requirements 
was shown vividly by a recent inquest at Leeds. An elderly 
retired labourer complained for many months of- steadily 
increasing pain, sometimes round the heart, sometimes in 
his trunk and legs. At length he became bedridden and 
sleepless. He was a widower, and so his care fell heavily 
upon his three sons and the young daughter of one of them. 
His family doctor, who saw him for his pains in the 
middle of January, thought he should see a specialist, and 
gave him an appointment card for the orthopaedic depart- 
ment of the Leeds General Infirmary. The department 
replied that an appointment with a specialist could not be 
arranged for about eight weeks. The doctor then gave the _ 
sons a note to-St. James’s Hospital for the patient’s admis- 
sion, and he was put on its “ priority list.” Next week, as 
the hospital would give no definite promise of admission, 
the doctor had him seen by a specialist, who said he would 
take the patient into hospital as soon as a bed was avail- 
able. More weeks went by and the patient still could not 
enter hospital. The doctor saw him weekly, pressed the 
specialist’s secretary to hasten admission, and gave him a 
note for the hospital almoner. On March 17 the patient, 
trying to turn himself over in bed, fractured his left femur. 
For this acute condition the doctor’s assistant was able to 
send him at once to the infirmary, but he died soon after 
arrival, 

The necropsy showed that the cause of death was a 
carcinoma of the lower lobe of the left lung, with meta- 
stases scattered throughout the liver, spleen, and mesentery. 
The fracture had been due to a deposit just below the lesser 
trochanter. 

At the inquest the sons were resentful of what they called 
the neglect of their father, and blamed the doctor; but he 
was able to show that he had paid 11 consecutive weekly 
visits before the end, had prescribed palliatives, and had 
done-his best to secure proper attention for the patient. He 
pointed out that at times he had had 20 patients on priority 
awaiting their turn, some in at least as serious a condition 
as the_deceased. The medical superintendent at St. James’s 
Hospital said that the male waiting-list at the date of the 
inquest was about 150 and the priority list 42. The patient 
had been placed on the priority list in 50th place as soon 
as his request for admission had been received, and at his 
death he had been eighth. The female waiting-list was 200. 
The only remedy was more beds and more nurses, which 
meant more buildings. There was no waiting-list before the 
war. He suggested that more women were working now 
and that they were no longer able to look after their own 
ailing relatives; the population’s longer life meant more 
elderly patients, and perhaps doctors were sending more 
patients to hospital under the Health Service. Dealing with 
the waiting-list, he remarked, was his “worst job.” The 
deputy house governor at the infirmary testified that male 
patients had been waiting on its Priority list for two or three 
months and female for five to six months. The verdict was 
death from natural causes. 
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MEDICAL NOTES IN PARLIAMENT - 


Bririsa 


Medical Notes in Parliament _ 


Abolition of Identity Cards > 
In answer to a question in the House of Commons on Febru- 
ary 21 the MINISTER OF HEALTH announced that it was no 
longer necessary for the public to possess and produce an 


identity card or to notify change of address for National’ 


Registration purposes, although the numbers would continue 
to be used in the National Health Service. Numbering was 
necessary in the National Health Service in order to iden- 
tify patients and to avoid inflation of doctors’ lists of 
patients. To save the labour and expense of allotting new 
numbers the old National Registration numbers would be re- 
tained for this purpose. Anyone using the Service would 
- be asked, as now, for his number when applying to go on 
a doctor’s list or for dental or ophthalmic treatment. ; 


Connaught Military Hospital 

Mr. F. F. A. BuRDEN on February 21 drew attention to 
the conditions at the Connaught Military Hospital for tuber- 
culous patients at Hindhead, Surrey. Mr. A. Heap said the 
accommodation at this hospital was not all that he would 
wish. If, however, it were not used, tuberculous patients 
would have to wait for a bed in the limited general hospital 
accommodation elsewhere and would not have the advan- 
tage of early specialist treatment. Further improvements in 
the structure and amenities were in hand. Recent allega- 
tions about the conditions were much exaggerated. 


Cost of Food 


Mr. N. N. Dopps on February 21 spoke of the concern 


caused by the decision of the South-west Metropolitan 
Regional Board controlling over 300 hospitals to spend no 
more than 21s. a week on feeding each patient. Mr. H. F.C. 
CROOKSHANK replied that the board asked management com- 
mittees, in preparing their estimates for the next financial 
year, to regard as maxima for their groups certain figures of 
expenditure on provisions based on averages in the region. 
In addition it warned committees to take account of possible 
price rises in framing their estimates. This was an interim 
measure pending a further detailed investigation into the 
costs of provisions. On the information at present avatebe 
he saw no reason to intervene. - 


Sanatoria Waiting-lists —Provisional figures show that the 
number of persons waiting to enter tuberculosis sanatoria in 
England and Wales at December 31, 1951, was about 8,200. 


Surgical Boots—It is proposed to make a fixed charge of 


£3 a pair for surgical -boots and shoes. 

Estimates.—Mr. Crookshank states that it seems probable that 
in 1951-2 expenditure on the general dental services-as a whole 
will be about equal to the estimate, while that on the supple- 
mentary ophthalmic services will be about £5m. below. In 
Scotland expenditure on the latter is expected to be about £50,000 
below the estimate. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
Charles Joseph Singer, D.M., D.Litt., F.R.C.P., Professor 
Emeritus of History of Medicine in the University of London, 
has been elected to an Honorary Fellowship of Magdalen College, 
Oxford. 


UNIVERSITY OF CAMBRIDGE , 
The Copeman Medal for medical research of Corpus Christi 
College has been awarded to Dr. John Chaplin Sloper. 

The following medical degrees were conferred in n Congregation 
on February 8: 

M.D—A. A. Miles, J. Lister, H. T. H. Wilson, J, R. Robinson. 

M.B., B.CHir.—*D. B. Murray, *N. R. Lewis, *E. M. Sproston. 


Professor B. H. C. Matthews, F.R.S., Professor of Physiology 
in the: University, has been elected to a Professorial Fellowship 
of King’s College. 

Dr. T. S. Hele, formerly Master of Emmanuel College, has 
been elected into a Life Fellowship of the College. 
proxy. 


UNIVERSITY OF ST. ANDREWS 


Professor R. C. Alexander, formerly Professor of Surgery, 
on Emeritus Professor Adam Patrick, formerly Professor 
Medicine, in the University at a graduation ceremony on July 4. 


UNIVERSITY OF LEEDS 
At a meeting on. February 20 the Council of the University 
recorded its deep regret at the death of His Majesty King George 
VI, the Visitor to the University, and the Pro-Chancellor read 
the letter and resolution of the Senate and the Council which 
had been forwarded to Her Majesty the Queen by the Chancellor. 

The following appointments were announced: I. M. P. Dawson, 
M.B., B.Chir., M.R.C.P., as Lecturer in Pathology, and C. O. 
Carter, B.M., ’B.Ch., MR.CP., as part-time Medical Geneticist. 
Professor R. D. Passey, Head of the Department of Experimental 
Pathology and Cancer Research in the University, has received 
the following letter from the trustees of the Anna Fuller Fund of 
New Haven, Connecticut, U.S.A.: 

“The trustees of the Anna Fuller Fund, at their meeting on 
amount of one hundred pounds to the University o 
memory of King George VI. The trustees 
that this gift needs no acknowledgment or special accounting, 
but may simpl hy used, in whole or in part, at any time or from 
time to time, aay purpose having to do with cancer research 
in your complete unfettered discretion 

It is proposed to devote the money letsids the con of G0 
electron microscope recently installed in the department. 


_ Surgeon-Commanders A. F. M. Barron and D. J. N. McNab, 
R.N.V.R., Surgeon Commander C. A. Pittar, R.N.Z.N.V.R., and 
Surgeon Lieutenant-Commanders oO. J. Vaughan-Jackson, F. G. 
Ward, and T. B. Snell, R.N.V.R., have been awarded the Royal . 

Naval Volunteer Reserve Decoration. 

Brigadier G. E. MacAlevey, C.B.E., D.S.O., M.C., late 
R.A.M.C., has been appointed a Deputy Director of Medical 
Services of the Army and has been granted the temporary rank of 
Major-General. 

Lieutenant-Colonel (Temporary Colonel) Sir Arthur Porritt, 
K.C.M.G., C.B.E., R.A.M.C., T.A., has been appointed Honorary 
Colonel of a T.A. unit in succession to Colonel Lord Webb- 
Johnson, K.C.V.O., C.B.E., D.S.O., T.D., R.A.M.C., whose. 
tenure has expired. 

A Supplement to the London Gazette has enantneed the 
following awards: 

First, Second, and Third Clasps to the Territorial Efficiency 
Senate .—Major (Honorary Colonel) T. A. A. Hunter, 

First and Second Clasps to the Territorial Efficiency Decoration. 
—Major (Honorary Lieutenant-Colonel) J. R. Wright, T.D., and 
ag ot ts D. Briscoe, T.D. (now Supplementary Reserve), 

M 

Territorial Efficiency oye and First Clasp —Majors Pp. T. 
. B. Mackay, M.B.E., and C. S. Nicol; 

Territorial Efficiency Decoration—Major (Honorary Lieuten- 
ant-Colonel) A. G. Hammond and Honorary Major D. S. 

Macpherson, retired, R.A.M.C. 

The President of the U.S.A. has conferred the Silver Star Medal 
upon Major D. H. R. Montgomery, M.C., R.A.M.C., and the 
Bronze Star Medal upon Lieutenant-Colonel A. MacLennan, 

~O.B.E., R.A.M.C., in recognition of gallant and distinguished 
services during the operations by the United Nations in Korea. 

‘The Prince Regent of Belgium has conferred the following 
decorations in recognition of distinguished services in the cause 
of the Allies during the 1939-45 war: ; 

Commander ofthe Order of Leopold Il. (Honorary) 
R. R. G. Atkins, O.B.E., M.C., late R.A.M 

Officer of the Order "Leopold: ientenant-Colone J. Smith, 
O.BE., T.D., .M.C 

Croix Militaire Ist Class-—Lieutenant-Colonel J J. V. Bradley, 

T.D., and Major J. K. Willson-Pepper, R.A.M.C. 


. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending February 9 
(No. 6) and corresponding week 1951. 

Figures of cases are for the countrics shé6wn and London administrative 
county. Figures’ of deaths and births are for the 160 great towns in 
England and Wales (London included), London administra 
17 principal towns in Scotland, the 10 principal towns in Northern 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
. . N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 


CASES 1952 1951 
in Countries | # 
lz 
Diphtheria . . 34] 4 15| o of 44 4 Of 
Dysentery . 592| 82} 0| 2] 77| 216 
Encephalitis, acute 0| 0 9 2 1) 1 
Sever 
yphoid . 2 1) 4 s| 2 0 
Paratyphoid 6 
Food-poisoning 14] 0| 82) 22 
Infective enteritis or 
diarrhoea under 
2years .... 13} 12) 16| 18 
Measles* .. .. | 4,425) 65| 456) $7121,633/2929| 197| 38] 99 
“Meningococcal infec- 
49) 4 11) 4) 9 4 
Ophthalmia neona- 
torum .... 35} 6| 7 42} 19) 1 
Pneumoniat | 1,105] 44 1] 3,091) 164) 385) 48; 96 
acute: 
; 12 
Non-paralytic . } } 27 3 
Puerperal fever§ ..| 216] 37) 9| 6 12} 15) 1 
Scarlet fever | 1,416] 114) 207} 26) 36] 63] 157| 31) 48 
Tuberculosis : 
Respiratory .. 26 168) 32 
~ Non-respiratory. . 2 265 8 


1952 1951 
gs 
Diphtheria... 0 y 1 o| 
Dysentery .. .. 0 0} 0 0 
Encephalitis, acute 0} 0 0 . 1 
Enteric fever 0} 0| 0 0 0 
Enfective enteritis or 

Influenza .. ..| 40] 9 2 864! 76| 27) 13| 50 
Measles .. ¥ 0 0 0 
Meningococcal infec- 

Pneumonia | 354, 64| > | 13) 16] 108 13) 22 
Poliomyelitis, acute 2| 0 0 1 
Scarlet fever és 0 0} 0 O 
Whooping-cough .. 2) 0| 1 12 0 
Deaths 0-1 year ..| 28) 41 8| 20] 294) 42) 32) 9] 12 
6,759 829 219} 9,090|1324| 817 168| 386 
LIVE BIRTHS .. | 7,680/1155| 914] 209] 410} 7,101 Pood 855| 218| 353 
STILLBIRTHS ..| 191] 29} 21) | 174 19| 27| | 


* Measles not notifiable in Scotland, whence returns are approximate. 
t Includes primary and Pneumonia. 
§ Includes puerperal pyrexia ~~ 


tive county, the ‘ 
Ireland, 


Vital Statistics 


> Smallpox in Lancashire 

Up to and including February 22 a total of 40 confirmed 
cases of variola minor have been reported from Rochdale 
(38 cases) and the adjoining town of Milnrow (2 cases). Of 
these 40 patients, 23 developed their disease in February ; 
in 17 patients the illness was diagnosed retrospectively. All 
medical officers of health have been warned of the presence 
of this disease in south-east Lancashire by the Chief Medical 
Officer, Ministry of Health. 


Infectious Diseases 


Infectious diseases increased in incidence in England and 
Wales during the week ending February 9. The largest 
rises in the number of notifications were measles 1,039, 
dysentery’ 102, acute pneumonia 100, scarlet fever 96, and 
whooping-cough 34. 

The increase in the incidence of measles was mainly con- 
tributed by the northern section of the country ; the largest 
rises were Lancashire 286, Warwickshire 129, Durham 106, 
and Yorkshire East Riding 101. A small rise in the num- 
ber of notifications of scarlet fever was recorded in every 
region of the country, but no large local fluctuations 
occurred. The only large variations in the trends of whoop- 
ing-cough were an increase of 84 in Yorkshire West Riding 
and 65 in Staffordshire. The number of notifications of 
diphtheria was 10 more than in the preceding week ; these 
cases were scattered throughout the country. The largest 
returns of diphtheria during the week reviewed were 
Warwickshire, Birmingham C.B. 6, Lancashire, Darwen 
M.B. 5, and Liverpool C.B. 3. 

The number of notifications of acute poliomyelitis was 
6 fewer for paralytic and 2 fewer for non-paralytic cases 
than in the preceding week. The largest return was 4 in 
Yorkshire West Riding. No multiple cases were recorded 
in administrative areas. 

The notifications of dysentery were the largest for 33 
weeks. A further 83 cases were notified from the outbreak 
in Norwich C.B. The other large centres of infection during 
the week were London 82 (Wandsworth 23, Hackney 12, 
Islington 12); Lancashire 71 (Oldham C.B. 19); Yorkshire 
West Riding 63 (Leeds C.B. 36, Bradford C.B. 17) ; Middle- 
sex 53 (Willesden M.B. 28) ; Warwickshire 24 (Sutton Cold- 
field M.B. 10); Derbyshire 21 (Repton R.D. 21). 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1943-51 are shown thus -------- , the figures for 1952 
thus —————._ Except for the curves showing notifica- 
tions in 1952, the graphs were prepared at the Departfnent 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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The immunizations~of children under 5 years of age 


against diphtheria were 141,000 fewer in 1950 than in 1949. 
An inquiry was carried out for the Ministry of Health by 
the Social Survey and a summary published in the February 
issue of the Monthly Bulletin of the Ministry of Health and 
the Public Health Laboratory Service. In a sample of 1,254 
children between the ages of 6 months and 5 years there 
were 26% who had not been immunized and a further 5% 
who had not completed the immunization course.. Of the 


children between 6 and 12 months of age 72% had not been . 


immunized. The number with completed immunization rose 
steadily with age to 82% at 4-5 years. 

67% of the children had been inoculated in the arm, the 
left arm being the most popular site. Inoculation in the 


arm caused the least discomfort. Soreness in the arm was 


reported by 11% of the mothers, compared with 31% who 


reported soreness following inoculation in the legs. - 

It appears from this report that the success of the cam- 
paign in almost eliminating diphtheria has led to some 
apathy among mothers who have lost their fear of diph- 
theria as a deadly illness. If diphtheria is to be kept at its 
present low incidence an adequate level of immunization in 
the population must be maintained. 


Tuberculosis Mortality in Scotland 

The Registrar-General for Scotland in his annual report 
for 1949 states that the death rate from all forms of tuber- 
culosis was 67 per 100,000 for 1949. This is the lowest rate 
ever recorded in Scotland, being 8 below the rate for 1948 
and 2 below the previous lowest level--recorded in 1938. 
The death rate from respiratory tuberculosis was 60 per. 
100,000 and was 6 below the level of 1948 but still above 
the level of the immediate pre-war years. The lowest death 
rate from respiratory tiberculosis was 52 per 100,000, which 
was recorded in 1938. " 


Road Accidents in 1951 


Casualties on the roads in December, although fewer than 
in November, were the heaviest recorded in this month for 
10 years. The total was 18,187, including 521 killed and 
4,578 seriously injured.. Over one-sixth of them occurred 
on the last four week-days before Christmas. Casualties 
reached their peak on Christmas Eve, with a total for this 
one day of 1,065, including 24 killed. 

Casualties in 1951, the first complete year since petrol 
rationing. was abolished, totalled 216,493, including 5,250 
killed and 52,369 seriously injured: In 1950, when there 
were seven months without petrol restrictions, the killed 
numbered 5,012, seriously injured 48,652, and slightly 
injured 147,661, making a total of 201,325. The 1951 
total was, however, 16,866 fewer than in 1938, when casual- 
ties totalled 233,359, including 6,648 killed. 


Week Ending February 16 

The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 1,481, 
whooping-cough 2,550, diphtheria 48, measles 4,980, acute 
pneumonia 1,175, acute poliomyelitis 20, dysentery 636, 
paratyphoid fever 3, typhoid fever 3. 


Medical News 


Mixed Bag.—The March issue of Family Doctor, out on 
February 28 at 1s. 6d., contains a long article giving a 
sensible picture of what it is like to be a nurse, 
would be useful reading to any girl thinking of going in 
for nursing; advice on dandruff; how to nurse children 


at home ; and useful recipes to tempt the invalid’s appetite, 


as well as advice on breast-feeding, growing deafness, 
influenza, and many other matters : altogether a very 
varied issue. 

“ Alcoholism : A Social Problem ” is the title of a booklet 
just issued by the Advisory Courfcil on Alcoholism, setting 
out a new policy of attack on alcoholism as an illness and 
a new approach to its treatment. The World Health 
Organization recently published figures showing that there 
are 86,000 chronic alcoholics in England and Wales, and | 
of these a large number are permanently unemployed, 
many in prison and mental hospitals. The council proposes 
to tackle the problem from the educational angle, holding 
that nothing can be done as long as the general public 
remains ignorant of the true facts. Alcoholism is a disease, 
the alcoholic a sick person who can be helped and is worth 
helping. This is a public-health problem and therefore a 
public responsibility, and the council seeks the support of 
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MEDICAL NEWS 


the public in its campaign. The chairman is Dr. T. A. 
Munro, and members of the council, who represent many 
different sections of the community, include Sir Frederick 
Bartlett, Dr. J. A. Hobson, the Reverend Canon J. T. 
Hugnes, and Mrs. Marty Mann, chairman and executive 
director of the National Committee on Alcoholism, New 
York, who is $ acting as consultant. Full information about 
the work ofthe council may be obtained from the secre- 
tary, Mr. Forbes Cheston, 99, South Hill Park, London, 
N.W.3. 

Royal Statistical Society Prize.—The council of the Society 
offers the Frances Wood Memorial .Prize, value £30, for 
competition in 1952. The object of the prize is to en- 
courage young investigators, and it is offered for the best 
investigation, on statistical lines, of any problem.bearing 
directly or indirectly upon the economic or social condi- 
tions of the people. Such investigations might, for example. 
concern housing, food production and distribution, health 
and nutrition, conditions of work, output, incomes and 
expenditure, education, and old ages Competitors must be 
under the age of 30 on January 1, 1952, but need not be 
Fellows of the Society. Entries, which must be printed or 
typed on foolscap or quarto paper (diagrams may be hand- 
drawn), must be sent to the honorary secretaries of the 
Royal Statistical Society (from whom full details may be 
obtained), 4, Portugal Street, W.C.2, not later than Decem- 
ber 31. 

Services’ Dental Congress Subscriptions.—At a meeting of 
the organizing committee of the XIth International Dental 


Congress held on January 26, the question of reduced sub- 


scriptions for members of the armed Forces attending the 
congress (to be held in London July 19 to 26) was discussed. 
It was decided that any officer holding the rank of major or 
below, or its equivalent rank, in the armed Forces in Europe 
and the United Kingdom would be admitted to active 
membership of the congress at the reduced subscription of 
£2 15s., provided an enrolment form is presented endorsed 
by a senior dental officer in his Service and that the officer 
concerned attends the congress in uniform. All inquiries 
about the congress should be addressed to Mr. G. H. 
Leatherman, 13, Hill Street, London, W.1. 


World Tour for W.H.O. Director-General.—Dr. Brock 
Chisholm is to make a 23,000-mile trip which will take him 
to Pakistan, India, Ceylon, Singapore, Thailand, the Philip- 
pines, Hong Kong, Japan, Canada, the United States, and 
the United Kingdom. He is expected back in Geneva on 
April 25. He will discuss international health programmes 
with the national administrations concerned, inspect projects 
undertaken with W.H.O. aid, and discuss plans for future 
operations. While in the United Kingdom he will attend the 
health congress of the Royal Sanitary Institute at Margate 
in April, and will give an address at London University on 
April 24. 

Middle East Visit.—Professor F. A. R. Stammers, of Bir- 
mingham, is about to visit Bagdad, Cyprus, and Khartum 
under the joint auspices of the British Council and British 
Medical Association. In Bagdad he will attend the annual 
general meeting of the Middle East Branch of the B.M.A. 
on March 3, 4, and 5. “He will be in Cyprus March 6-21, 
and will spend March 22-26 in Khartum, lecturing and 
visiting hospitals. 

Emergency Bed Service« and Admissions.— 
During the seven days ending February 25 the number of 
applications made by doctors to the London Emergency 
Bed Service for admission of patients was 1,138, of whom 
88.84% were admitted. 


COMING EVENTS 


Blood Transfusion Conference.—An international confer- 
ence will be held in London at the British Standards Institu- 
tion, Victoria Street, S.W.1, from March 3 to 5. The object 
of the conference is to seek the international standardization 
of blood transfusion equipment, and full details may be 
obtained from~ the secretary of the institute (telephone 


Abbey 3333). 


St. John Ambulance Brigade Conference.—The surgeons 
of the St. John Ambulance Brigade will hold their Northern 
surgeons’ conference at the Spa Hotel, Buxton, on April 26 
and 27. Sir Harry Platt, Mr. R. Guy Pulvertaft, and Major 
Harold Stewart will speak. Further information can be 
obtained on application to the conference secretary, St. John 
Ambulance Brigade, 8, Grosvenor Crescent, S.W.1. 


Chesterfield Medal Examination.—The Chesterfield 
Medal examination in dermatology, 1952, will be held 
at the Institute of Dermatology, St. John’s Hospital for 
Diseases of the Skin, Leicester Square, London, W.C.2, on 
Monday, Tuesday, and Wednesday, April 7 to 9. The 
examination will include papers on general dermatology and 
pathology, an essay, and an oral examination. Particulars 
may be obtained on application to the secretary. 


Week-end Seminar for M.O.H.s—A residential week-end 
seminar for medical officers of health and health education 
officers will be held at Southlands College, Wimbledon Park 
Side, London, from April 18 to 22. The subject of the 
course will be health education for mental health, and will 
cost £4 4s. Full details may be obtained from the medical 
director of the Central Council for Health Education, 
Tavistock House, Tavistock Square, W.C.1. 


(C.M.F:/M.E.F. Physicians’ Dinner—The C.M.F./M.E.F. 
physicians’ seventh reunion dinner will be held at Grosvenor 
House on Saturday, April 5, with Dr. E. R. Boland in the 
chair. Inquiries should be addressed to Dr. A. Willcox, 


66, Harley Street, London, W.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 


concerned. 
Friday 


MepicaL SocigeTY FOR THE STUDY OF VENEREAL DISEASES, | 

Chandos Street, London, W.—February 29, 7.30 p.m., oa 
“ Prostitution and Venereal Diseases bead ruguay,” 
Senorita Lanza will 


Monday 
INSTITUTE OF NeuROLOGY, National Hospital, Queen Square, 
London, W.C.—March 3, 5 p.m., “ Neurological Manifesta- 
* tions of Porphyrinuria,” Guest Lecture by Dr. Raymond 


Garcin. 
11, Chandos Street, Cavendish 


MepicaL Society oF LONDON, 
Square, W.—March 3, 8.30 p.m., “ The Surgery of A og peat 


and Great Vessels,” Third Lettsomian Lecture by 


Brock. 
PHARMACEUTICAL Society, 17, Bloomsbury Square, London, W. C, 
—March 3, 7.30 p.m., “ The Use of Films in Science Teaching,” 


by Dr. B. Stanford. 


BRITISH POSTGRADUATE MEDICAL FEDERATION.—At Lenten: 
of e and Tropical Medicine, Gower 
Street, W.C., March 5.30 p.m., “ The ffects o ‘at tae. 

— on the Peripheral Circulation in Man,” by Dr. O. G. 


CHADWICK Trust.-—At Sir Edward Meyerstein Lecture Theatre, 


Schock 17, Horseferry Road, London, 
The Prevention of Caries by 


meeting. 
Senorita Gloria Lanza. 
Dr. F. R. Curtis.) 


TOLOGY, Lisle Street, Leicester Square, 
London, ore. 4, 5.30 p.m., “ Antibiotics in Skin 
Diseases,”” by Dr. R. Bettley. 
West EnpD FOR Nervous Diseases, 40, Marylebone 
Lane, London, W.—March 4, 5.30 p.m., neurological demon- 
stration by Dr. G. Parsons-Smith. 


Wednesday 

BIRMINGHAM MeEbpIcaL INSTITUTE: MIDLAND MEDICAL SOcIETY.— 
At 154, Great Charles Street, Birmingham, March 5, 
“Some Medical and ey Aspects of Life Assurance,” 
by Dr. E. Bulmer and Mr. Priestman. 

CAMBRIDGE UNIVERSITY.—At of Chemistry, 
Free School Lane, Cambridge, March 5, 12 noon, “ Some 
Aspects of the, Physical Chemistr of Amino-acids, Peptides, 
and Proteins,’ by Professor John T. Edsall (Harvard 
University). 

@INSTITUTE OF Street, Leicester Square 
London, W.C.—March 5 Chemistry and 
Bacteriology of Anuibiotice,” r. J. O. Oliver. 

INSTITUTE OF UROLoGy.—At se “Hospital Endell Street, 
London, W.C., —* 5, 4.30 for 5 p.m., “ Non-gonococcai 
Urethritis,” Dr. A. H. Harkness. 
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Oxrorp UNiversiry.—At Radcliffe Infirmary, Maternity Depart- 


ment Lecture Theatre, Oxford, March 5, 5 p.m., “ Some Old 
and New Views on Localization of Function in the Cerebral 
Cortex,” Litchfield Lecture by Dr. F. M. R. Walshe, F.R.S. 

‘ Royat MuicroscopicaL ‘Society, Tavistock House South, 


Tavistock Square, London, W.C.—March 5, 6 p.m., “ Some. 


Techniques of Modern Enzyme Histochemistry and Their 
Application,” by Dr. A. G. Everson Pearse. 


Thursday 
BriTISH PosTGRADUATE MEDICAL FEDERATION.—At London School 
of Hygiene and Tropical Medicine, Keppel Street, Gower 
Street, W.C., March 6, 5.30 fs. “ Environmental Factors in 
Work,” by Professor G. P. Crow 


EpsoM AND SUTTON INTER-HOSPITAL ASSOCIATION.— 


At St. Ebba’s Hospital, Epsom, March 6, 8 p.m., clinical 
meeting. Case demonstrations by Dr. J. C. tt. Papers, 
“ Treatment of Juvenile Psychiatric Disorders,” by Dr. D. E. 
Sands: “ Some Aspects of the E.E.G. in Juvenile Psychiatric 
Cases,” by Dr, G. H. A. Chamberlain; “ Factors Contributing 
to the Necessity of Prolonged Psychiatric Treatment,” by 
Dr. W. McIntyre. 

Facutty OF HomoropatHy.—At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W.C., March 6, 
5 p.m., “ Vomiting in Infancy and Childhood,” address by 
Dr. D. M. Foubister. : 

@INSTITUTE OF CHILD HEALTH, Hospital for Sick Children, Great 
Ormond Street, London, W.C.—March 6, 5 p.m., “ Modern 
Orthopaedic Principles,” by Mr. H. J. Seddon, 

@INstiTuTE oF DermarToLoGy, Lisle Street, Leicester Square, 
London, W.C.—March 6, 5.30 p.m., “ Histopathology of Ecto- 
and Mesodermal Naevi,” by Dr. H. Haber. > 

LiverPooL Mepicat Institution, 114, Mount Pleasant, Liver- 
me ee 6, 4.30 p.m., joint meeting with Manchester 

edical Society. ‘‘ Opportunities for Research in General 

. Practice,” by Professor Robert Platt; “‘ Art in Paediatrics,” by 
Professor Wilfrid Gaisford. 

Lonpon UNIversiTy.—At Wright-Fleming Institute Lecture 
Theatre, St. Mary’s Hospital Medical School, Paddington, W., 
March 6, 5 p.m., “‘ The Cerebellum and its Connexions in the 
Light of Recent Investigations,” Special University Lecture in 
Human Anatomy and Morphology by Professor Jan Jansen 
(Oslo University). : 

MepicaL Society oF Lonpon.—At Claridges, Brook Street, 
London, W., March 6, annual dinner. 

@Motuers’ Cuinic, 108, Whitfield Street, London, W.—March 6, 
2.30 p.m., lecture and demonstration (on living models) on 
contraceptive technique by Marie C. Stopes. 

RoyaL Sanitary InstitutE.—At Mansion House, Doncaster, 
March 6, 10 a.m., papers: “‘ Co-ordination Within the Welfare 
Service,” by Dr. Llywelyn Roberts; “ Recent Advances in 
Insecticides,” by Mr. I. A. Mackay, B.Sc. Afternoon visits. 

Roya Society, Burlington House, Piccadilly, London, W.— 
March 6¢ 4.30 p.m., “ The Rowett Research Institute,” by 
Dr. D. P. Cuthbertson. 

Sr. ANDREWs UNrversity.—At Lecture Theatre, Materia Medica 
Department, Medical School, Small’s Wynd, Dundee, March 6, 
5 p.m., “ Problems Connected with Old Age,” by Dr. A. G. 
Anderson. 

St, Georce’s HospitaL Mepicat Hyde Park Corner, 
London, S.W.—March 6, 4.30 p.m., lecture-demonstration in 
neurology by Dr. D. Williams. 

University COLLEGE, Physiology Theatre, Gower Street, London, 
W.C.—March 6, 4.45 p.m., “ Mitochondria and Biological 
Oxidations and Phosphorylations,” by Dr. A. L. Lehninger 

(Chicago). j 
Friday 


@Instirwre oF Dermaroocy, Lisle Street, Leicester Square, 
London, W.C.—March 7, 5.30 p.m., “ Common Skin Diseases 
in Children,” clinical demonstration by Dr. R. T. Brain. 

@INsTITUTE OF DISEASES OF THE AND INSTITUTE OF 
CarpioLocy.—At London School of Hygiene and Tropical 

. Medicine, Keppel Street, Gower Street, W.C., March 7, 
5.30 p.m., “‘ Medical ae of Rheumatic Heart Disease,’ 
by Dr. Graham Hayward. 

OxForD UNIVEeRSITY.—At Magdalen College, Oxford, March 7, 
5 p.m., “ The Neurophysiological Basis of Mind,’’ Waynflete 
Lecture by Professor J. C. Eccles, F.R.S. 

University COoLLeGe, Physiology Theatre, Gower Street, London, 
W.C.—March 7, 5.30 p.m., “Cell Physiology and Pharma- 
cology—The_ Distinct Nuclear and Cytoplasmic Actions of 
Drugs?’ by Professor J. F. Danielli, D.Sc. 


. Saturday 
BIRMINGHAM MEDICAL INSTITUTE: SECTION OF ODONTOLOGY.—At 
Medical School, Hospitals Centre, Selly Oak, Birmingham, 
March 8, clinical meeting. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Brown.—On February 4, 1952, at the British Military Hospital, Singapore, 
to Marguerite, wife of Squadron Leader T. C. Brown, G.M., a son— 
Christopher. 
—On February 7, 1952, at Queen Charlotte’s Hospital, London, 
W.., to Hetty, wife of Dr. Errol M. Edwards a son—Jonathan. 


Any Questions ? 


‘ 
. 


Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


_  Bregnancy Tests 

Q.—Have there been any recent improvements in labora- 
tory tests for pregnancy? Which is the earliest to give @ 
reliable answer? Is anything known about a test in which 


serum expressed from the breast is injected subcutaneously 
into the forearm ? 


A.—The original Aschheim-Zondek test, which uses 
ovulation in the immature female mouse as its end point, 
is still one of the most accurate pregnancy diagnosis tests 
and probably is the earliest to give a reliable answer. All 
“ improvements,” therefore, have been intended to simplify 
the technique, reduce the time required to perform the test, 
or dispense with animals. 

The Friedman test uses a single intravenous injection into 
a mature female rabbit (in place of several injections into 
several mice) and requires 24 to 48 hours as compared with 
five days. The Hogben test uses external ovulation in the 
South African clawed toad (Xenopus laevis) and requires 
about 24 hours. The male South American toad (Bufo 
arenarum Hensel), North American leopard frog (Rana 
pipiens), and edible frog (Rana esculenta) respond to injec- 
tion of pregnancy urine within three hours by expelling 
spermatozoa into the cloacal urine, whence they are easily 
removed and observed beneath the microscope. Chemical 
tests (such as pregnanediol assay) on the patient’s urine are 
less reliable than animal tests. Properly recorded basal 
temperatures taken first thing every morning also give 
reliable answers very early in pregnancy (within three 
weeks of ovulation—ordinarily one week after the expected 
onset of the “ missed” period). 


The colostrum test was described by Falls, Freda, and — 


Cohen (1941); it was claimed that the intradermal injection 
of 0.02 ml. of a solution consisting of equal parts of human 
colostrum and physiological saline produced no reaction in 
pregnant women, but a typical allergic response (flare and 
wheal) within half an hour in non-pregnant women. In 
the original publication there were 98% correct answers 
in 265 pregnant women and 96% correct answers in 113 
non-pregnant women. Few subsequent reports have con- 
firmed these findings and most—for example, Pulver and 
Posner, 1942; Allen and Donaldson, 1943—indicate the test 
to be quite unreliable. There do not seem to have been 
any reports since 1945, and it may therefore be concluded 
that no further interest in the test remains. 


REFERENCES 
Allen, E., and Donaldson, L. B. (1943). Amer. J. Obstet. Gynec., 45, 208. 
Falls, F. H., Freda, V. C., and Cohen, H. H. (1941). Ibid., 41, 431. 
M., and Posner, L. B, (1942). Ibid., 44, 690. 


Insulin-resistance and Schizophrenia 


Q.—What determines the size of the dose of insulin in 
insulin coma therapy? Does the dose bear any relationship 
to the severity of the mental illness ? 


.—The dose of insulin required to produce coma varies 
very much from case to case. In schizophrenics it is gener- 
ally higher than in normal persons or patients suffering from 
other conditions, 300 units or more being quite commonly 
required. Insulin-resistance is thought to be aetiologieally 
related to the disease, and many clinicians are convinced 
that patients with a high resistance to insulin have a worse 
prognosis. Little is known for sure on this subject, which 
is theoretically important. 
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Mitigation of Assault 
Q.—in a case of assault, to what extent is the presence 
of a pre-existing abnormality which is liable to make frac- 
a4ure of a bone easier than usual a defence in law? For 
example, as a result of a blow a fracture occurred of the 
body of the mandible at the site of a dental! cyst. 


A.—The fact that a person was suffering from some 
abnormality which would-render him more liable to 
serious injury if he should -be the victim of assault is no 
defence in law, the assailant being liable for all the conse- 
quences of his act. If, however, a eondition such as that 
described were proved to be present, it would no doubt be 
taken into consideration in deciding the penalty. There- 
fore, though no defence in law is available, a plea of mitiga- 


tion would no doubt be successful. 


Disseminated Sclerosis 


Q.—(1) Is a diagnosis of disseminated sclerosis tenable 
df no physical signs are detectable other than “ doubtful 
blurring” of the nasal margin of one optic disk six years 
after a supposed attack of optic neuritis? There have been 
no suspicious symptoms during this period. (2) Is there a 
hereditary factor in disseminated sclerosis? (3) Does preg- 
viancy precipitate or aggtavate disseminated sclerosis? 


A.—(1) Disseminated sclerosis is generally considered to 
_be the most common cause of unilateral retrobulbar neuritis 
occurring in Great Britain. 
of an optic disk is not a frequent sequel of retrobulbar 
neuritis, and on the slight facts given in the question it 
would be unwise to make a certain diagnosis of disseminated 
‘sclerosis. 

(2) There is no apparent hereditary factor in the majority 
of cases of the disease, but familial cases do occasionally 
occur. In a recent series of 310 consecutive cases (Brain, 
1951, 74, 191) a positive family history was recorded in 
6.5%, which was considered to be significantly higher than 
that expected on the basis of a random distribution of the 
disease 


(3) It is a widely held opinion that a relapse or aggrava- 
tion of existing symptoms of disseminated sclerosis com- 
monly follows parturition, and individual cases to support 
this opinion could be quoted by most neurologists, but in 
a comprehensive study of the prognosis in 810 patients with 
the disease in Sweden (Acta med. scand., 1949, 133, SuppL, 
222) the author could find no statistical evidence to show 
that pregnancy or parturition alters the course of the disease. 


Alcohol for Angina 


Q.—is alcohol bad for hypertensive patients who occa- 
sionally suffer from anginal pains ? 

A.—In moderation, particularly amongst those accus- 
tomed to its use, alcohol cannot be regarded as harmful 
to hypertensive patients liable to angina pectoris. In point 
of fact, as long ago as 1768 Heberden, in his original 
description of angina entitled “Some Account of a Dis- 
order of the Breast,” noted “the relief afforded by wine 
‘and spirituous cordials”"—an observation which has been 
«confirmed by many sufferers. Some claim that they obtain 
almost ‘as much relief, though not so promptly, from a sip 
of whisky or brandy as they do from nitrites. As a vaso- 
dilator it is possible that alcohol thereby relieves or prevents 
in some measure the myocardial ischaemia responsible for 
‘the anginal attack by increasing local blood flow. Comfort 
is sometimes attributed to the prompt carminative action of 
‘the stronger spirits, such as liqueurs, taken undiluted after 
a meal, when anginal attacks are particularly prone-to occur. 
It is also claimed that whisky before Tetiring reduces the 
‘liability to nocturnal attacks. In so serious a disorder fears 
of habituation are seldom warranted, but nevertheless, were 
‘it not for the risk of the corruption of his patient, the practi- 
tioner would no doubt be tempted to order alcohol more 


Blurring of the nasal margin - 


_ eyes without straining, “ 


generously for sufferers from obliterative vascular disease. 


Unless the hypertensive patient is overweight or presents 
definite evidence of chronic alcoholism, there is at least no 
justification for countermanding alcohol amongst those 
afflicted with angina. a 


Idiosyncrasy to Morphine 

Q.—How common is idiosyncrasy to morphine? What 
are its manifestations? How specific is it? A patient . 
under my care with a coronary thrombosis who was given 
morphine gr. § (11 mg.) developed respiratory depression. 
Was this due to an idiosyncrasy to morphine ? 

A.—The idea of idiosyncrasy is slowly giving place to the 
conception that there is a wide variation in sensitivity to all 
drugs. According to this view the pharmacopoeial dose of 
morphine will cause an excessive response in a small per- 
centage of persons—perhaps in much less than 1%. The 
excessive response will be shown by the evidence of the 
usual toxic effects of morphine, which are vomiting, respira- 
tory depression, and perhaps intense itching. The patient 
who developed respiratory depression after morphine gr. $ 
was one of these more sensitive individuals. 


Mild Aperient for the Elderly 
Q.—W hat mild aperient for regular use would you recom- 
mend for a man of 83 who has great trouble with his bowels 
and is nauseated by liquid paraffin ? 


A..—A simple anthracene-group laxative would seem suit- 
able for such a case, to be taken every night in the smallest 
quantity which will ensure a soft, formed, regular motion. I 
suggest the liquid extract of cascara sagrada, the elixir of 
cascara sagrada, the syrup of senna, or the concentrated. 
infusion of senna. These are all B.P. preparations. The 
minimum dose necessary will have to be found by trial and 
error. The average dose of any of these preparations is from 
2 to 8 ml. (30 to 120 min.). 


NOTES AND COMMENTS 


Strained Eyes——Dr. A. Vickers (Worcester) writes : The 
answer under the above heading (“‘ Any Questions ?” January 
26, p. 229) contains the following statement: “‘ The misuse of 
the eyes from working in bad light . . . may have both general 
and local results”. . . Probably few people spend more of their 
time working in indifferent lighting, peering hopefully at a dim 
moving image often well within 10 in. (25.4 cm.) of the eyes, 
than many diagnostic radiologists. Surely it is established that 
poor lighting does not of itself contribute in any way to ill health, 
either general or local, provided that one knows how to use one’s 
straining ” in this context being defined 
as conscious and subconscious endeavour to see that which is 
not visible. 


Our Expert writes: I am not in agreentent with Dr. Vickers. 
Unfortunately not everyone working in a dim light can eliminate 
altogether “‘ conscious and subconscjous endeavour to see that 
which is not visible.” Apart from the specific example he gives, 
the tendency in many cases is to crouch and to get the eyes too 
close to the work. If persisted in, these positional errors may 


lead ‘to postural and local troubles, especially in the young. 


( 
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